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PREFACE 


The  Single  Convention  on  Narcotic  Drugs  (1961)  and  the  Convention  on 
Psychotropic  Substances  (1971)  are  the  two  main  international  treaties  for  the 
control  of  drugs.  As  of  early  1981,  113  nations  have  ratified  the  Single  Convention, 

whereas  only  68  have  ratified  the  Psychotropic  Convention.  Moreover,  many  of  the 
nations  who  have  signed  the  Psychotropic  Convention  are  developing  countries. 
There  seems  to  be  considerable  reluctance  on  the  part  of  a number  of  nations  to 
ratify  this  treaty  despite  pressure  from  the  Secretary-General  of  the  United  Nations 
and  the  United  Nations  Commission  on  Narcotic  Drugs. 

The  major  aims  of  the  Psychotropic  Convention  are  to  control  the  production, 
marketing  and  exportation  of  hallucinogens,  stimulants  and  tranquillizers  which  have 
dependence-producing  liability.  The  extent  to  which  these  aims  can  be  achieved  is 
closely  related  to  the  number  of  countries  that  ratify  the  Convention  -particularly 
those  who  are  involved  in  the  production  of  psychotropic  drugs. 

In  association  with  the  World  Health  Organization  and  the  International 
Council  on  Alcohol  and  Addiction,  the  Addiction  Research  Foundation  convened  a 
meeting  of  international  experts  in  September  1980  to  examine:  i)  the  issues 
surrounding  the  development  of  the  treaty;  ii)  the  problems  and  benefits  of  the 
treaty;  and  iii)  how  the  problems  may  be  solved.  Some  financial  support  was 
received  from  the  United  Nations  Fund  for  Drug  Abuse  Control  and  the  Department 
of  Health  and  Welfare  in  Ottawa. 

The  meeting  included  experts  from  six  countries  which  had  ratified  the 
Convention  and  four  countries  which  had  not.  Included  were  participants  from  both 
psychotropic  drug-producing  and  non-producing  countries,  from  a number  of 
continents  and  from  international  organizations.  After  an  extensive  and  careful 
review  of  national  and  international  experiences  with  the  Convention,  a number  of 
recommendations  were  formulated,  aimed  at  improving  the  program  of  international 
drug  control  generally,  and  in  particular  the  Psychotropic  Convention.  It  is  hoped 
that  the  suggested  changes  will  enable  a larger  number  of  countries  to  ratify  and 
implement  the  Convention.  The  recommendations  are  addressed  to  the  United 
Nations  Commission  on  Narcotic  Drugs  and  other  international  organizations.  The 
Report  was  presented  formally  to  the  United  Nations  Commission  in  February,  1981. 

This  book  includes  the  background  papers  prepared  for  the  meeting  and  the 
report  of  the  meeting. 

The  Addiction  Research  Foundation  is  publishing  this  report  for  the  benefit  of 
governments,  international  organizations,  and  individuals  interested  in  improving  the 
international  drug  control  system. 


H.  David  Archibald 
Reginald  G.  Smart 
Glenn  F.  Murray 
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THE  HISTORY  AND  RATIONALE  FOR  THE 
CONVENTION  ON  PSYCHOTROPIC  SUBSTANCES 

Mr.  Glenn  F.  Murray  and  Dr.  Re^nald  G.  Smart 
Addiction  Research  Foundation  * 


1.  Introduction:  The  Underlying  Rationale  for  ein  International 

Treaty  on  Psycdiotropic  Substances 

Drug  abuse  has  long  been  the  concern  of  individuals  and  societies,  but  efforts 
at  international  agreements  did  not  develop  until  the  beginning  of  the  twentieth 
century.  More  efficient  and  elaborate  worldwide  systems  of  trade  and  travel  having 
been  established  in  the  previous  century,  more  sophisticated  chemical  techniques 
having  been  developed  which  led  to  an  abundance  of  potent  drug  derivatives  and  the 
arousal  of  the  liberal,  humanitarian  conscience  to  this  issue  were  factors  influencing 
this  timing.  Problems  of  drug  abuse,  chiefly  narcotic  abuse,  which  were  once 
confined  to  individual  countries,  became  matters  of  world  concern.  Serious  concern 
about  this  situation  resulted  in  the  convening  of  the  first  international  conference 
on  narcotic  drugs  in  Shanghai  in  1909.  This  led  to  the  establishment  of  the  first 
international  narcotics  convention  which  was  concluded  at  the  Hague  in  1912. 

During  the  years  since  1912  several  international  narcotics  treaties  were 
established  controlling  various  dangerous  natural  drugs  and  their  derivatives. 
Concern  over  the  abuse  of  synthetic  non-narcotic  substances,  however,  did  not 
appear  in  the  international  arena  until  the  early  1950's  when  problems  of 
amphetamine  and  barbiturate  abuse  were  brought  to  the  attention  of  the  World 
Health  Organization  (W.H.O.)  Expert  Committee.  At  this  time  recommendations 
were  made  to  strengthen  national  controls  but  it  was  later  argued  that  national  and 
international  control  must  go  hand  in  hand  in  order  to  protect  society  against 
psychotropic  drug  abuse. 

The  purposes  of  this  review  are  to  outline  the  recent  history  of  the 
Psychotropic  Convention,  its  major  elements  and  the  most  controversial  aspects  of 
the  treaty.  In  fact  the  Psychotropic  Convention  has  presented  difficulties  to  certain 
countries  and  a large  number  of  nations  have  not  ratified  it.  It  is  part  of  the  aims  of 
this  review  to  examine  the  possible  reasons  why  the  Convention  has  not  had  more 
adherents. 

It  was  not  until  1963  that  preparations  were  undertaken  with  a view  to 
considering  international  control  measures  to  prevent  the  growing  abuse  of 
amphetamines  and  barbiturates  and  also  to  put  under  control  the  hallucinogens  and 
tranquillizers  in  order  to  suppress  the  apparently  growing  international  illicit  traffic 
in  these  psychotropic  drugs.  At  the  twentieth  session  of  the  United  Nations 
Commission  on  Narcotic  Drugs,  1963,  (Commission),  several  countries  reported  large 
increases  in  the  illicit  use  of  sedatives  and  stimulants  by  juveniles  and  young  adults. 
Considerable  use  among  middle-aged  housewives  was  also  reported.  It  was  noted 
that  physicians  often  appeared  to  be  prescribing  these  drugs  somewhat 
indiscriminately  and  thousands  of  cases  of  overdose  were  being  reported  each  year. 
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During  these  years  no  country  had  a formal  comprehensive  programme  for 
dealing  with  the  abuse  of  these  drugs,  although  many  had  partial  programmes  for 
action.  Furthermore,  no  extensive  programmes  existed  for  the  rehabilitation, 
education,  research  or  prevention  relating  to  the  abuse  of  these  drugs.  (1) 

Apart  from  this  documented  need,  a very  interesting  'politically'  oriented 
rationale  for  bringing  the  Convention  about  has  been  hypothesized.  Kendall  et  al. 
claim  that:  "The  opium-producing  countries,  subject  to  the  Single  Convention  on 
Narcotic  Drugs,  1961,  view  ratification  of  the  Psychotropic  Convention  as  a 
legitimate  requirement  for  the  more  industrialized  countries  (which  produce 
psychotropic  drugs)  to  demonstrate  their  seriousness  about  dealing  with  non-narcotic 
drug  abuse."  (2)  Moreover,  "The  fundamental  reason  for  the  United  States'  support  of 
the  Psychotropic  Convention  appears  to  be  its  interest  in  gaining  cooperation  from 
the  narcotics-producing  countries  in  its  war  against  heroin."  (3)  Unfortunately, 
documented  support  for  this  theory  seems  to  be  lacking  as  it  is  for  most  such 
explanations  for  the  Convention,  although  it  was  certainly  the  tenor  of  interventions 
in  the  Commission  on  this  subject  in  the  early  1970's. 

2.  Historical  Antecedents 

(i)  Introduction 

Any  event  as  complicated  as  the  passage  of  an  international  treaty  has  many 
roots  in  the  minutes  of  international  meetings,  in  other  treaties  and  agreements  but 
also  in  the  aims,  desires  and  activities  of  particular  individuals.  There  is  then  both  a 
formal  and  informal  history  and  only  the  formal  is  readily  accessible  to  the  scholar. 
An  informal  history  will  depend  upon  the  personal  records  and  reminiscences  of 
some  of  the  Convention's  major  proponents.  Since  very  few  reminiscences  are 
available  yet,  we  depend  here  on  the  formal  side  of  history  and  especially  on 
minutes  of  international  meetings  as  well  as  the  book  by  Bruun  et  al.  (1973)  on  "The 
Gentlemen's  Club." 

(ii)  Discovering  International  Concern 

Assorted  United  Nations  documents  and  publications  (e.g.,  U.N.  Bulletin  on 
Narcotics  Vol.  XIX,  No.  1 3an.-Mar.  1967;  E/3648;  E/4140)  present  conflicting 
statements  regarding  the  historical  dates  of  the  earliest  international  concern  for 
psychotropic  substances.  For  example  one  source  reports  that  the  concern  "goes 
back  to  1954  in  the  case  of  amphetamines  and  to  1936  in  the  case  of  barbiturates 
and  tranquillizers."  (4)  A more  accurate  reflection  of  history  would  record  that  in 
1932  the  W.H.O.  Expert  Committee  "reviewed  the  situation  with  respect  to  the  use 
and  abuse  of  barbiturates  throughout  the  world."  (3)  Recommendations  were  drafted 
at  that  time  for  measures  to  be  taken  "to  strengthen  the  control  over  these 
substances  on  the  national  level."  (6)  The  controls  proposed  dispensing  such  drugs 
only  upon  carefully  recorded  prescription  clearly  specifying  the  number  of  times 
they  may  be  refilled  or  repeated.  These  same  measures  were  recommended  for  the 
control  of  amphetamines  and  their  derivatives  in  1934  when  the  Committee  was 
drawn  "again  to  cases  of  abuse  of  amphetamine  preparations."  (7)  (The  problem  of 
intravenous  amphetamine  use  in  3apan  had  been  recorded  by  the  Committee  as 
early  as  1949.)  (8) 

Following  the  advice  of  the  W.H.O.  Expert  Committee,  the  Commission  on 
Narcotic  Drugs,  at  its  eleventh  session  in  1936  "adopted  a resolution  recommending 
Governments  to  take  adequate  measures  of  control  to  prevent  the  abuse  of 
amphetamines.  At  its  twelfth  session,  the  Commission. ..adopted  a resolution 
recommending  Governments  to  keep  careful  watch  for  any  abuse  of  tranquillizers 
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with  a view  to  taking  such  measures  of  control  as  might  be  necssary."  (9)  The 
Commission  also  recommended  that  Governments  should  take  appropriate  measures 
for  control  for  the  use  of  barbiturates.  (10) 

The  control  of  barbiturates,  amphetamines  and  tranquillizers  continued  to  be 
considered  sufficient  for  control  at  the  national  level.  The  problem  however,  which 
these  three  groups  of  substances  posed  continued  to  grow.  At  the  Conference  for 
the  Single  Convention  on  Narcotic  Drugs,  held  February-March  1961  in  New  York,  a 
resolution  was  submitted  with  a view  to  determining  what  action  the  international 
community  should  take  with  respect  to  psychotropic  drugs  and  how  far  it  should  go 
in  the  matter  of  control.  "The  resolution  was  supported  by  twenty-five  countries, 
but  failed  by  one  vote  to  obtain  the  required  majority;  it  could  not  be  annexed 
therefore  to  the  official  records  of  the  Plenipotentiary  Conference."  (11) 

At  the  sixteenth  session  of  the  Commission  on  Narcotic  Drugs,  the  growing 
abuse  of  barbiturates  was  causing  considerable  concern.  (12)  In  response  to  this 
concern  greater  attention  was  given  to  this  problem  at  the  seventeenth  session  of 
the  Commission  in  1962.  "In  the  debate,  the  view  was  expressed  that  a solution  to 
the  problem  lay  in  further  education  of  the  medical  profession,  particularly  against 
the  dangerous  practice  of  over-prescribing  and  of  allowing  uncontrolled  'refills'  of 
prescriptions.  Other  representatives  felt  that  the  problem  lay  more  within  the 
wider  scope  of  the  increasing  consumption  of  pharmaceutical  products  generally  and 
that  perhaps  it  was  more  properly  a problem  to  be  handled  by  the  W.H.O." 
Subsequently,  "the  view  was  expressed  that  the  real  solution  to  the  problem  lay  in 
better  national  control,  and  that  international  control,  which  was  only  as  good  as  the 
sum  of  individual  national  controls,  could  in  this  case  add  nothing  and  would  only 
impose  unnecessary  bureaucratic  burdens  upon  governments."  (13) 

The  misuse  of  LSD  was  noted  for  the  first  time  by  the  Commission  at  its 
eighteenth  session  in  1963.  The  following  year  the  W.H.O.  Expert  Committee 
discussed  a number  of  hallucinogenic  agents  for  which  there  were  increasingly 
frequent  reports  of  abuse.  The  Committee  was  particularly  disturbed  by  the 
publicity  given  to  the  uncontrolled  use  of  LSD.  Consequently,  the  Committee 
suggested  immediate  measures  be  taken  with  respect  to  its  distribution  and 
availability.  (14)  The  Committee  also  noted  the  indiscriminate  use  of  other 
hallucinogens  such  as  medicine.  In  this  respect,  they  recommended  that  a watch  "be 
kept  and  corrective  measures  to  be  taken  where  necessary."  (13) 

In  1965  international  concern  over  psychotropic  drugs  gained  momentum, 
"Sweden  came  on  the  scene  advocating  international  controls  over  some  stimulants." 
(16)  Sweden  pushed  for  international  action  to  combat  the  illicit  market  which  they 
claim  was  developing  because  some  European  countries  did  not  control  stimulants. 
At  the  World  Health  Assembly  in  May  1965,  a resolution  on  sedatives  and  stimulants 
was  formulated  and  it  concluded  that  control  of  these  kinds  of  drugs  was  desirable. 
Research  and  health  education  were  recommended  and  member  States  were  asked  to 
place  these  drugs  on  medical  prescription.  The  Assembly  requested  the  Director- 
General  to  study  the  availability  and  feasibility  of  international  measures.  (17) 

The  W.H.O.  Expert  Committee  elaborated  on  recommendations  made  by  their 
Committee  of  a decade  earlier.  They  suggested  the  following  measures  to  improve 
the  situation: 


- 4 - 


"(a)  availability  on  medical  prescription  only,  as  repeatedly  recommended  in 

earlier  reports; 

(b)  full  accounting  of  all  transactions  from  production  to  retail  distribution; 

(c)  licensing  of  cdl  producers; 

(d)  limitation  of  trade  to  authorized  persons; 

(e)  prohibition  of  non-authorized  possession;  and 

(f)  establishment  of  an  import-export  authorization  system. 

The  last  might  be  brought  about  by  concurrent  national  legislation,  amendment 
of  the  Single  Convention  on  Narcotic  Drugs,  1961,  as  provided  for  in  its  Article  47, 
or  by  a new  international  convention. 

The  Committee  considered  that,  with  respect  to  its  recommendations  for 
control,  the  terms  'sedatives'  and  'stimulants'  should  include  any  drug  that  has  been 
found  to  be  dependence-producing  and  shown  to  be  abused  because  of  its  sedative  or 
stimulant  effects  on  the  central  nervous  system,  but  excluding  alcohol  and 
substances  under  international  narcotics  control."  (18) 

(Hi)  Preparations  for  International  Action 

In  December  of  1965,  at  its  twentieth  session,  the  Commission  on  Narcotic 
Drugs  "established  a special  committee  to  consider  the  problem  of  putting  control 
upon  barbiturates,  amphetamines  and  tranquillizers. ..By  the  time  the  committee 
met  in  August  1966  however,  LSD  had  sprung  to  a notorious  prominence,  and  the 
committee  gave  it  urgent  and  immediate  attention  leading  to  its  adoption  of  a 
special  resolution."  (19) 

The  Special  Committee  endorsed  both  of  the  criteria  for  distinguishing 
substances  to  be  controlled  and  the  necessary  measures  of  national  control  as 
recommended  by  the  W.H.O.  Expert  Committee  of  1965.  There  was  only  one 
exception:  "As  regards  the  Expert  Committee's  proposal  for  the  establishment  of 
the  import/export  authorization  system,  the  committee  accepted  it  in  principle  and 
recommended  that  subject  to  the  study  of  their  feasibility,  governments  should 
make  provision  for  introducing  import/export  controls  as  soon  as  possible.  Among 
other  material  measures  the  Committee  endorsed  the  need  for  suitable  warning 
notices  on  the  labels  of  drugs,  and  the  use  of  international  non-proprietary  names 
where  available."  (20)  It  is  interesting  to  note  that  this  recommendation  which  was 
the  only  one  not  fully  accepted  is  also  the  only  recommendation  calling  for 
international  action. 

As  expected,  the  Special  Committee  considered  the  suitability  of  provisions 
under  the  Single  Convention  on  Narcotic  Drugs  to  provide  control  for  psychotropic 
substances.  The  Committee  formed  the  opinion  "that  Article  47  might  offer  a 
convenient  way  of  establishing  a measure  of  international  control  in  a much  shorter 
interval  than  would  be  required  for  the  conclusion  of  a new  international  treaty  or 
other  scheme  of  agreement.  Provided  that  any  new  scheme  was  drafted  with  proper 
flexibility,  there  should  be  little  difficulty  in  adapting  it  to  the  special  problems 
presented  by  new  drugs. ..Accordingly,  the  Committee  unanimously  expressed  the 
view  that  the  establishment  of  a measure  of  international  control,  with  the 
minimum  of  delay,  was  desirable,  and  suggested  that  the  Secretary-General,  in 
consultation  particularly  with  W.H.O.  and  P.C.N.B.  (the  international  organization 
controlling  narcotics),  undertake,  as  a matter  of  urgency,  a detailed  study  of  the 
legal,  administrative  and  other  questions  connected  with  the  adoption  of  such 
international  control."  (21) 
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The  Committee  concluded  that  measures  be  taken  as  necessary  to  achieve  the 
following  aims: 

"1.  the  provision  of  controls  to  restrict  abuse; 

2.  the  creation  of  a central  source  of  expert  advice  on  the  risks  presented  by 
particular  drugs; 

3.  The  collection  of  information  about  all  relevant  aspects  of  the  problem,  the 
promotion  of  corresponding  measures  of  health  education,  and  the  provision  of 
guidance  to  medical  services  and  the  pharmaceutical  industry."  (22) 

The  special  committee's  report  was  adopted  at  the  twenty-first  session  of  the 
Commission  on  Narcotic  Drugs  (1966).  "The  Commission  took  the  view  that  because 
international  control  was  a longer  term  prospect,  the  more  immediate  emphasis 
should  be  on  the  principle  of  mandatory  national  control  by  international  agreement. 
It  endorsed  the  recommendation  that  the  Secretary-General,  in  consolation  with 
W.H.O.  and  Permanent  Central  Narcotics  Board  (P.C.N.B.)  make  a thorough  study 
of  the  legal,  administrative  and  other  questions  which  would  arise  if  international 
action  were  initiated.  Such  a study  should  give  special  priority  to  the  problem  of 
LSD  and  other  hallucinogens."  (23) 

Perhaps  in  response  to  directions  being  taken  at  this  time  by  United  Nations' 
bodies  in  relation  to  psychotropic  drugs,  an  article  describing  some  predictable 
concerns  of  drug  producing  countries  was  published.  In  this  article  N.  Campanini 
expressed  his  personal  opinion  indicating  that  Switzerland  did  not  want  measures 
taken  for  international  control.  He  explained  that  the  existing  safeguards  were 
"adequate,  both  for  limiting  possible  abuse  and  for  preserving  public  health."  (24) 
Moreover,  he  said  the  system  of  control  in  Switzerland  "seems  infinitely  preferable 
and  more  practical."  (25)  The  scene  was  set  then  for  international  dispute  as  well  as 
international  agreement. 

From  the  discussion  of  the  twenty-second  session  of  the  Commission  in  1967 
we  find  that  the  concern  over  LSD  and  other  hallucinogens  may  have  been 
instrumental  in  contributing  to  the  eventual  international  action  in  relation  to 
psychotropic  substances.  At  the  session  it  was  acknowledged  that  "The  'special 
priority'  asked  by  the  Commission  could  only  mean  that  thought  should  be  given  to 
finding  a way  of  controlling  LSD  and  other  hallucinogens  as  quickly  as  possible  by 
international  agreement.  It  is  evident  that  such  a means  of  control  could  only  be 
applied  if  LSD  is  made  subject  to  a positive  finding  by  W.H.O.  under  article  3,  para. 
3 (III)  of  the  Single  Convention;  (a  special  treaty  for  LSD  concluded  and  put  into 
effect  almost  immediately,  is  out  of  the  question).  But  if  such  action  were  taken 
with  respect  to  LSD  alone,  the  omission  of  central  nervous  system  depressants  and 
stimulants  from  the  Single  Convention  would  appear  illogical  and  would  be  difficult 
to  explain  on  legal  and  pharmacological  grounds.  The  contradiction  would  be 
aggravated  if  LSD  were  included  in  the  Single  Convention,  and  later  a separate 
treaty  provision  had  to  be  made  for  stimulants  and  depressants  by  concluding  a new 
treaty.  Given  these  arguments,  it  has  been  thought  expedient  and  correct  to  take 
all  these  substances  together  and  study  some  means  of  controlling  them  as  early  as 
possible  by  formal  international  agreement."  (26) 

Although  the  majority  view  of  the  Commission  agreed  "that  the  Single 
Convention  on  Narcotic  Drugs,  1961,  was  not  suitable  for  the  purpose  of  extending 
controls  to  the  psychotropic  substances,. ..three  countries.. .held  that"  it  "could  in 
fact  be  extended  to  cover  these. ..substances."  (27)  With  the  majority  agreeing  that 


- 6 - 


a new  treaty  was  in  order  "The  Commission  invited  the  Secretary-Genercd  to  send  to 
governments  a questionnaire  on  the  form  of  treaty  action  that  should  be  taken,  and 
the  selective  controls  to  be  applied  to  the  four  groups  of  substances  in  question." 
(28)  The  Secretary-Generzd  was  also  asked  to  formulate  a draft  "based  principally  on 
the  suggested  controls  set  out  in  paragraph  136  of  his  study  on  legal,  administrative 
and  other  questions  arising  in  the  control  of  these  psychotropic  substances."  (29) 

In  the  interim  the  concerns  of  Sweden  with  respect  to  stimulants  were 
presented  in  the  April-3une  issue  of  the  U.N.  Bulletin  on  Narcotics,  1968.  Five 
stimulant  drugs  in  particular  (amphetamine,  dexamphetamine,  met  amphetamine, 
phenmetrazine  and  methylphenidate)  (30)  were  said  to  be  a cause  of  major  concern. 
It  was  suggested,  therefore,  that  provisions  for  international  control  be  directed  to 
cover  these  drugs.  Follow-up  action  on  the  part  of  Sweden  is  reported  by  Kettil 
Bruun  et  al.  In  late  1968  Sweden  sent  the  U.N.  Secretary-General  notification 
asking  that  six  stimulants  (including  the  five  mentioned  above  and  the  drug 
pipradrol),  "be  placed  under  control  in  terms  of  article  3 of  the  Single  Convention." 
(31)  Apparently,  "The  representatives  of  Sweden  and  Yugoslavia  felt  that  it  was 
entirely  appropriate  to  bring  the  six  notified  amphetamine-like  substances  under  the 
control  of  the  1961  Convention,  but  that  other  psychotropic  drugs  should  be  reserved 
for  a new  international  instrument,  (E/CN/323  Rev.  1:67)."  (32) 

When  the  twenty-third  session  of  the  Commission  on  Narcotic  Drugs  met  in 
3anuary  1969,  they  reviewed  two  alternative  texts  of  a Draft  Protocol  prepared  by 
the  Secretary-General  as  requested  at  the  preceding  session  of  the  Commission. 
Bruun  et  al.  explain  that  at  the  session,  "The  Commission  decided  to  accept  version 
A as  a basis  for  its  work  on  the  draft  protocol  despite  the  initial  opposition  of, 
among  others,  the  U.S.  representative,  who  argued  for  flexibility  and  the  right  of  a 
party  to  reject  a control  decision.  The  proponents  of  version  A - particularly 
Yugoslavia  - held  that  national  rejection  of  controls  should  not  be  allowed  and  that 
it  would  be  inconsistent  to  prepare  a weak  instrument  of  control  when  there  was 
agreement  that  the  dangers  arising  out  of  the  abuse  of  the  psychotropic  substances 
were  grave.  The  Indian  representative  noted  that  the  opium-producing  countries  had 
accepted  strict  controls  in  the  interest  of  all  mankind,  and  he  expressed  the  hope 
that  the  developed  countries  manufacturing  psychotropic  substances  would  now 
cooperate  in  ensuring  truly  effective  measures  for  control  of  their  products." 

"The  Commission  decided  to  have  four  schedules  of  drugs,  instead  of  the  six 
which  draft  A had  provided.  Hallucinogens  were  to  be  placed  under  the  most  severe 
control  regime,  under  Schedule  I.  Following  a discussion  as  to  whether  some 
stimulants  should  be  controlled  in  the  same  way,  agreement  was  reached  that  highly 
dangerous  substances  which  were  generally  acknowledged  to  have  medical  utility 
should  be  listed  in  Schedule  II  and  be  subject  to  controls  "nearly  analogous  in  most 
respects"  to  those  of  Schedule  I of  the  Single  Convention.  Schedules  III  and  IV  were 
to  contain  controls  in  decreasing  order  of  stringency." 

"On  the  criteria  for  applying  control,  the  Commission  decided  that  potential 
for  dependence  should  not  be  specified  since  the  emphasis  should  be  on  public  health 
and  social  problems  created  by  a drug's  liability  to  abuse.  The  criteria  should  also 
encompass  the  capacity  of  a drug  to  produce  stimulation,  depression,  hallucinations, 
or  disturbances  in  perception  or  thinking." 

"On  the  placement  of  drugs  under  control,  both  drafts  A and  B left  it  to 
W.H.O.  to  initiate  the  procedure.  The  Commission  proposed  that  each  party  should 
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also  have  this  right.  The  U.S.S.R.,  supported  by  India  and  Switzerland,  further 
proposed  that  the  possibility  of  applying  provisional  control  be  incorporated."  (33) 

Following  the  line  of  discussion  at  the  twenty-third  session  of  the  Commission, 
"the  Secretary-General  prepared  a third  draft  of  the  Protocol  including  the 
alternatives  suggested,  and  containing  comments  either  of  an  explanatory  nature  or 
to  draw  attention  to  particular  points  raised  in  the  text."  (34)  This  text  was 
circulated  and  governments  were  asked  to  make  comments.  Those  comments 
received  by  September  30,  1969  and  replies  to  the  earlier  questionnaire  on  the  form 
of  treaty  action  that  should  be  taken,  selective  controls,  etc.  distributed  following 
the  twenty-second  session  of  the  Commission  on  Narcotic  Drugs,  were  compiled  for 
background  material  for  use  at  the  first  special  session  of  the  Commission  on 
Narcotic  Drugs  in  3anuary,  1970. 

At  the  first  special  session  there  continued  to  be  controversy  over  the 
substances  to  be  controlled;  the  degree  of  control;  the  right  to  rejection  of  control; 
import  and  export  restrictions;  record-keeping;  and  the  relative  roles  of  the  W.H.O. 
and  the  Commission  in  scheduling  decisions. 

The  draft  protocol  proposed  four  schedules  of  drug  description.  The  first 
schedule  was  to  be  the  one  over  which  there  would  be  the  greatest  degree  of 
control.  In  this  schedule  it  was  expected  that  hallucinogenics  being  a most  serious 
problem  yet  having  little  medical  use  would  fall  into  this  schedule.  Accordingly 
drugs  placed  in  Schedules  II  to  IV  would  be  respectively  less  of  a problem  and  of 
greater  medical  use.  Lists  of  schedules  were  proposed  by  the  W.H.O.  Expert 
Committee  in  its  17th  report.  These  lists  "were  accepted  by  the  Commission  as  the 
basis  for  the  negotiations  of  the  coming  plenipotentiary  conference."  (35)  According 
to  Bruun  et  al.,  by  this  decision  Sweden  "secured  the  inclusion  of  stimulants  in  the 
second  schedule  against  the  initial  resistance  of,  among  other  countries,  the  U.S. 
and  Canada."  (36)  Bruun  et  al.  also  point  out  that  with  respect  to  "the  procedure  for 
bringing  drugs  under  control,  the  manufacturing  countries  secured  a relative 
weakening  of  the  W.H.O.'s  role  and  a corresponding  strengthening  of  the  role  of  the 
Commission.  A clause  provided  that  the  Commission  should  take  into  account  the 
findings  and  recommendations  of  W.H.O.  and  'bearing  in  mind  economic,  social, 
legal,  administrative  and  other  factors  that  it  may  consider  relevant'  decide  whether 
a substance  should  be  added  to  any  of  the  schedules."  (37)  It  was  left  to  the  W.H.O. 
to  make  "recommendations  for  controls,  on  the  basis  of  medical  criteria 
(therapeutic  use,  balanced  against  risk  of  abuse  and  the  public  health  and  social 
danger)."  (38)  There  were  no  strong  arguments  presented  by  the  W.H.O.  against  the 
taking  of  this  decision. 

The  Protocol  of  1970  as  adopted  by  the  Commission  at  its  first  special  session 
was  described  as  being  "the  result  of  a careful  balancing  of  opposed  views  and 
preferences.  In  many  cases  a compromise  was  accepted  by  the  Commission  as  a 
whole  in  the  interests  of  having  a treaty  that  would  satisfy  the  desideratum  of 
effective  controls,  even  if  it  were  short  of  perfection,  in  order  that  the  Protocol  be 
generally  acceptable;  this  line  was  adopted  by  eschewing  the  search  for  theoretical 
perfection  which  would  make  the  instrument  so  rigid  that  many  countries  would 
hesitate  to  become  parties  to  it."  (39) 

(iv)  The  Interests  of  the  Pharmaceutical  Industry 

For  an  understanding  of  why  the  draft  resulted  in  so  many  compromises  one 
must  be  aware  of  some  of  the  events  occurring  around  that  time.  While  a number  of 
countries  were  highly  favourable  to  an  international  agreement  on  psychotropic 
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substances,  other  countries  and  interest  groups,  led  by  the  pharmaceutical  industry 
in  particular,  were  building  a case  against  the  protocol.  "At  a meeting  in  Stockholm 
in  3une  1968  the  Pharmaceutical  Industries  Association  (P.I.A.)  adopted  a resolution 
expressing  its  views  on  an  international  instrument  for  the  overall  control  of  'certain 
dependence-producing  drugs.'  In  essence,  what  the  resolution  said  was  that  the 
legislation  should  be  on  a national  level  only,  and  that  free  international  drug  trade 
should  not  be  unnecessarily  hampered  by  complicated  import/export  rules. 
Reference  was  made  by  P.I.A.  to  recommendations  of  the  W.H.O.  on  national 
controls.  The  view  was  expressed  that  controls  should  be  preceded  by  investigations 
of  actual  risks  and  based  on  statistical  evidence  of  "social  harm  caused  through  use 
of  drugs  obtained  from  legitimate  sources."  (UO) 

At  the  meetings  of  the  International  Federation  of  Pharmaceutical 
Manufacturers  Association  (I.F.P.M.A.)  in  Rome  in  May  1969,  a similar  resolution 
was  adopted.  The  I.F.P.M.A.  expressed  concern  about  the  draft  international 
agreement  under  consideration  by  the  Commission.  It  envisaged  "an  overextensive 
system  of  control,  which  gave  international  organizations  the  exclusive  right  to 
determine  which  substances  to  control  and  the  degree  of  control.  I.F.P.M.A. 
instead  pledged  its  support  to  a draft  convention  which  the  organization  itself  had 
worked  out,  based  on  the  principles  it  averred."  (41) 

This  kind  of  debate  continued  into  1970  following  the  drafting  of  the  protocol 
by  the  Commission.  Dr.  W.  P.  von  Wartburg,  legal  adviser  to  the  pharmaceutical 
firm  of  Hoffman-La  Roche,  argued  against  the  possible  coming  into  force  of  this 
new  international  convention.  He  explained  that  heavy  burdens  would  be  imposed  by 
the  proposed  controls.  Subsequently,  he  suggested  these  burdens  would  lead  to  the 
following  situations:  a)  "an  increase  in  staff  and  administrative  expenses,"  b)  the 
"dissipation  of  resources"  and  c)  "profit  in  organized  smuggling  through  the 
weakening  of  existing  international  control."  (42)  He  recalled  that  "It  is  well  known 
that  administrative  controls  do  not  as  such  prevent  the  abuse  of  drugs  by 
dependence-prone  individuals.  Control  measures  may  be  very  useful  in  general,  but 
in  the  case  of  psychologically  defective  persons  they  are  directed  at  the  repression 
of  the  symptoms  rather  than  at  the  treatment  of  the  underlying  psychological 
difficulties."  (43)  He  concluded  therefore,  that  rather  than  international  control, 
"voluntary  enactment  of  adequate  national  control. ..would  be  a far  better  solution." 
(44)  "However,  if  international  agreement  does  in  fact  proceed,  then  it  should  be 
limited  to  substances  which  presently  pose  an  international  problem."  (43) 

The  International  Council  on  Alcohol  and  Addictions  (I.C.A.A.)  sponsored  a 
session  on  Psychotropic  Substances  at  the  International  Institute  of  the  Prevention 
and  Treatment  of  Drug  Dependence  in  Lausanne  in  3une  1970.  During  this  session 
criticism  of  the  draft  Protocol  came  from  "members  of  the  pharmaceutical  industry 
as  well  as  from  prominent  medical  scientists  from  the  U.S.,  whose  dissatisfaction 
was  with  the  use  of  the  criminal  sanction  in  drug  legislation  and  the  encroachment 
of  controls  on  scientific  research  and  freedom  of  medical  practice...."  (46) 

In  a paper  delivered  at  the  I.C.A.A.  meetings  in  Lausanne,  Adolf  Lande, 
former  Secretary  of  the  International  Narcotics  Control  Board  (I.N.C.B),  explained 
"The  possibilities  of  international  drug  treaties  to  deal  with  the  problems  of 
personality  and  environment  are  even  more  limited  than  those  of  national  laws. ...A 
satisfactory  solution  of  the  problem  of  the  right  of  countries  to  reject  control 
decisions  of  the  Commission  is  in  my  view  necessary  to  ensure  the  general 
acceptance  of  the  protocol. ..It  is  also  essential  that  the  control  efforts  of  the 
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international  and  national  authorities  are  not  dissipated,  but  concentrated  on  the 
real  problems  of  abuse.. .in  particular,  the  international  regime  should  not  be 
burdened  by  the  control  of  drugs  which  constitute  only  a national  and  not  an 
internationi  problem."  (47) 

According  to  Bruun  et  al.  the  views  expressed  by  Lande  are  very  similar  "to 
those  of  von  Wartburg  and  the  pharmaceutical  industry.  Lande  in  fact  appeared  at 
the  Vienna  Conference  on  behalf  of  the  American  Pharmaceutical  Manufacturers 
Association."  (48)  This  kind  of  close  association  of  U.N.  officials  and  representatives 
of  member  States  with  the  pharmaceutical  industry,  as  will  be  seen,  was  even  more 
obvious  during  the  Conference. 

In  July  1970,  I.F.P.M.A.  responded  to  the  draft  protocol  prepared  by  the 
Commission.  The  association  issued  a commentary  which  included  the  following 
points:  "There  was  consensus  within  the  'international  community'  only  about  the 
need  for  international  control  on  dangerous  hallucinogens  and  some  stimulants.  'To 
achieve  a reasonably  quick  international  control  solution  of  the  drug-abuse-related 
public  health  problems  of  today,  a concentration  of  international  control  efforts 
primarily  on  the  existing  abuse  would  appear  to  be  the  preferable  course  of  action' 
The  proposal  of  the  W.H.O.  Expert  Committee  for  a limited  temporary  instrument 
was  noted.  The  treaty  should  deal  exclusively  with  dependence-producing 
psychotropic  substances  and  base  controls  on  actual  proof  of  substantial  abuse. 
Precursors  should  not  fall  under  the  control,  unless  a problem  existed. ..Any  party 
should  have  an  absolute  right  of  rejecting  control  decisions  (except  in  regard  to 
substances  under  Schedule  I and  in  regard  to  request  for  mutual  legal  assistance  in 
combating  drug  abuse)."  (49) 

In  conclusion,  it  can  be  seen  agreed  that  prior  to  the  Conference  for  adoption 
of  the  treaty  in  Vienna  in  1971,  only  limited  international  support  was  likely. 
Disputes  over  the  drugs  to  be  covered,  the  extent  of  controls  to  be  allowed,  the 
source  of  information  on  drug  abuse  liability  and  many  other  provisions  of  the  treaty 
were  unresolved  and  perhaps  likely  to  remain  so.  Also,  there  were  clear  indications 
that  at  least  some  drug  producing  nations  would  favour  national  over  international 
controls  and  may  never  accept  much  of  the  latter. 

3.  Psychotropic  Convention:  Meetings  in  Vienna 

(i)  Representation  and  Organization 

The  revised  draft  Protocol  prepared  in  1970  at  the  first  special  session  of  the 
Commission  on  Narcotic  Drugs  was  submitted  to  the  United  Nations  Conference  for 
the  Adoption  of  a Protocol  on  Psychotropic  Substances  held  in  Vienna  from  January 
11th  to  February  21st,  1971. 


The  following  71  states  sent  representatives  to  the  Conference: 


Algeria 

Argentina 

Australia 

Austria 

Belgium 

Brazil 

Bulgaria 

Burma 

Byelorussian  Soviet 


Gabon 

Ghana 

Greece 

Guatemala 

Guyana 

Holy  See 

Honduras 

Hungary 

India 


Pakistan 
Panama 
Paraguay 
Poland 
Portugal 
Rep.  of  Korea 
Rwanda 
San  Marino 
South  Africa 
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Socicdist  Republic 

Iran 

Spain 

Cameroon 

Iraq 

Sweden 

Canada 

Ireland 

Switzerland 

Chile 

Israel 

Thailand 

China 

Italy 

Togo 

Columbia 

Japan 

Trinidad  and  Tobago 

Congo  (Dem.  Rep.  of) 

Lebanon 

T unisia 

Costa  Rica 

Liberia 

Turkey 

Denmark 

Luxembourg 

Ukrainian  Soviet  Socialist  Republic 

Dominican  Rep. 

Mexico 

Union  of  Soviet  Socialist  Republics 

Ecuador 

Monaco 

United  Arab  Republic 

El  Salvador 

Netherlands 

United  Kingdom 

Fed.  Rep.  of  Germany 

New  Zealand 

United  States  of  America 

Finland 

Nicaragua 

Venezuela 

France 

Norway 

Y ugoslavia 

An  additional  four 

states  were  represented  at  the  Conference  by  observers. 

These  states  were:  Czechoslovakia,  Republic  of  Viet-Nam,  Romania,  and  Uruguay. 
The  W.H.O.,  the  I.N.C.B.  and  the  International  Criminal  Police  Organization 
(I.C. P.O./INTERPOL)  were  also  represented.  At  the  invitation  of  the  Conference, 
General  A.  A.  El  Hadeka,  Director  of  the  Permanent  Anti-Narcotics  Bureau  of  the 
League  of  Arab  States  attended.  All  of  these  above  mentioned  representatives  were 
allowed  to  participate,  however,  only  the  71  representatives  first  mentioned  were 
privileged  to  vote. 

The  Conference  was  organized  as  follows:  Mr.  E.  Nettel  (Austria)  was  elected 
"President,  and  as  Vice-Presidents  the  representatives  of  the  following  States: 

Brazil  Turkey 

Ghana  Union  of  Soviet  Socialist  Republics 

India  United  Arab  Republic 

Japan  United  Kingdom  of  Great  Britain  and  Northern  Ireland 

Mexico  United  States  of  America 

Togo 


Mr.  V.  Winspeare-Guicciardi  was  the  representative  of  the  Secretary-General 
on  the  opening  day  of  the  Conference,  being  succeeded  thereafter  by  Dr.  V. 
Kusevic.  The  Executive  Secretary  of  the  Conference  was  Dr.  V.  Kusevic,  the  Legal 
Adviser  was  Mr.  G.  Wattles  and  the  Deputy  Executive  Secretary  was  Mr.  Ansar 
Khan. 


The  Conference  had  before  it  a draft  Protocol  on  Psychotropic  Substances 
prepared  by  the  Commission  on  Narcotic  Drugs  of  the  Council  and  other 
documentation  prepared  by  the  Secretary-General. 

The  Conference  set  up  the  following  Committees: 

General  Committee:  Chairman:  The  President  of  the  Conference 
Technical  Committee:  Chairman:  Professor  B.  A.  Rexed  (Sweden) 

Drafting  Committee:  Chairman:  Mr.  D.  Nikolic  (Yugoslavia) 

Committee  on  Control  Measures:  Chairman:  Dr.  J.  Mabileau  (France) 

Credentials  Committee:  Chairman:  Dr.  P.  A.  Jennings  (Ireland) 
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The  Technical  Committee  established  the  following  Ad  Hoc  Working  Group: 

Ad  Hoc  Working  Group  on  Article  2 (paragraphs  4 and  5)  (Scope  of  control  of 
substances)  Chairman:  Dr.  H.  El  Hakim  (United  Arab  Republic) 

The  Committee  on  Control  Measures  established  the  following  Ad  Hoc  Working 
Groups: 

Ad  Hoc  Working  Group  on  Article  2 (paragraphs  7 and  8)  (Scope  of  control  of 
substances)  Chairman:  Mr.  D.  P.  Anand  (India) 

Ad  Hoc  Working  Group  on  Article  2 (bis)  (Special  provisions  regarding  the 
control  of  preparations)  Chairman:  Mr.  D.  E.  Miller  (United  States  of  America) 

Ad  Hoc  Working  Group  on  Article  4 (Limitation  of  use  to  medical  and 
scientific  purposes)  Chairman:  Dr.  A.  M.  Walshe  (Australia) 

Ad  Hoc  Working  Group  on  Article  6 (Special  provisions  regarding  substances  in 
Schedule  I)  Chairman:  Mr.  3.  H.  W.  Hoogwater  (Netherlands) 

Ad  Hoc  Working  Group  on  Article  7 (Licences)  Chairman:  Mr.  D.  Nikolic 
(Yugoslavia) 

Ad  Hoc  Working  Group  on  Article  8 (Prescriptions)  Chairman:  Dr.  V.  V.  Oguin 
(Argentina) 

Ad  Hoc  Working  Group  on  Article  10  (Records)  Chairman:  Mr.  A.  C.  Kirca 

Ad  Hoc  Working  Group  on  Articles  11  and  12  (Provisions  relating  to 
international  trade  and  prohibition  of  and  restriction  on  the  import  and  export  of 
psychotropic  substances)  Chairman:  Mr.  3.  P.  Bertschinger  (Switzerland) 

Ad  Hoc  Working  Group  on  Article  14  (Reports  to  be  furnished  by  Parties) 
Chairman:  Mr.  M.  K.  B.  Asante  (Ghana)."  (50) 

(ii)  The  Debate 

The  debate  at  the  Convention  centred  on  many  of  the  same  issues  which  had 
received  attention  at  the  first  special  session  of  the  Commission  on  Narcotic  Drugs 
in  1970,  especially  the  scope  and  degree  of  control  and  the  designated  roles  of  the 
W.H.O.  and  the  Commission.  Although  relatively  few  substantive  changes  occurred, 
some  of  them  are  worthy  of  discussion,  particularly  those  relating  to  Article  2. 
Certainly,  after  studying  the  allocation  of  work  at  the  Conference  one  immediately 
notices  the  emphasis  and  magnitude  of  discussion  time  spent  in  relation  to  Article  2. 
This  article  which  deals  with  "Scope  of  Control,"  was  the  principal  item  of 
discussion  for  the  Committee  on  Control  Measures.  This  Committee  created  several 
Ad  Hoc  Working  Groups.  One  group  dealt  with  paragraphs  7 and  8 of  Article  2. 
Another  discussed  the  special  provisions  regarding  the  control  of  preparations 
(Article  2 bis).  In  addition  the  Technical  Committee  established  an  Ad  Hoc  Working 
Group  to  deal  with  paragraphs  4 and  5 of  Article  2.  This  article,  then,  was  the 
major  topic  of  discussion  for  three  Working  Groups  as  well  as  the  Committee  on 
Control  Measures.  Furthermore,  Article  2 was  discussed  at  length  during  the 
general  plenary  meetings  and  was  also  a topic  of  concern  for  the  Technical 
Committee.  No  other  article  was  given  this  kind  of  attention. 

When  Dr.  Mabileau  of  France,  Chairman  of  the  Committee  on  Control 
Measures,  finally  introduced  the  report  at  the  Seventeenth  Plenary  Meeting,  he  said 
that  "Article  2 was  one  of  the  articles  which  had  met  with  the  most  opposition  in 
the  Committee,  and  it  had  taken  four  weeks  of  discussion  to  establish  the  final 
text."  (51)  Article  2 is  often  referred  to  as  the  core  of  the  treaty.  It  is  no  wonder 
then  that  it  "was  the  subject  of  extended  discussions  and  negotiations."  (52)  Earlier 
drafts  of  this  article,  prior  to  the  Convention,  were  repeatedly  revamped,  and  so  too 
"The  text  that  emerged  in  the  Convention  is  significantly  different  from  the  draft" 
(53)  prepared  for  the  Convention  at  the  first  Special  Session  of  the  Commission  on 
Narcotic  Drugs  in  3anuary,  1970. 
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In  1970,  at  the  first  Special  Session  of  the  Commission  on  Narcotic  Drugs,  the 
role  of  the  W.H.O.  was  reduced  in  the  draft  to  the  assessment  of  medical  and 
scientific  factors  relevant  to  the  control  of  psychotropic  substances.  The  decision 
whether  a drug  should  be  controlled  was  left  to  the  Commission  who  would  considec 
social,  legal,  and  administrative  factors  along  with  the  W.H.O.'s  findings  and 
recommendations.  However,  at  the  Convention,  "The  criteria  to  be  applied  by  the 
World  Health  Organization  before  a substance  is  placed  under  international  control 
were  revised,  and  the  role  of  the  World  Health  Organization  was  stated  in  a new 
form. ..The  essence  of  the  change  is  that  W.H.O.  should  communicate  to  the 
Commission  an  assessment  of  the  substance  according  to  the  criteria  set  out, 
'together  with  recommendations  on  control  measures,  if  any,  that  would  be 
appropriate.. ..The  World  Health  Organization's  assessment  shall  be  determinative  as 
to  medical  and  scientific  matters....'  The  Commission  takes  W.H.O.'s 
communication  into  account  and  'bearing  in  mind  the  economic,  social,  legal, 
administrative  and  other  factors  it  may  consider  relevant',  may  add  the  substance  to 
one  of  the  schedules.  The  Convention  also  empowers  the  Commission  to  'seek 
further  information  from  the  World  Health  Organization  or  from  other  appropriate 
sources.'  The  same  procedure  is  applied  to  transfer  a substance  from  one  schedule 
to  another,  or  to  delete  it  from  the  schedules."  (54) 

According  to  Bruun  et  al.,  it  was  Sweden  and  others  who  "proposed  and  secured 
the  relative  strengthening  of  W.H.O.'s  role  through  the  provision  that  W.H.O.'s 
evaluation  should  be  determinative  as  to  medical  and  scientific  matters."  (55) 
Nevertheless,  many  may  not  be  convinced  that  the  role  of  W.H.O.  is  even  minimally 
strengthened  by  this  provision.  After  all,  the  Commission  is  still  left  to  make  the 
ultimate  decision  and  to  do  so  may  also  seek  evidence  elsewhere. 

Before  proceeding  further,  general  distinctions  between  the  four  Schedule 
listings  developed  for  these  psychotropic  drugs  should  be  made.  The  following 
typology  illustrates  the  distinctions. 

"Schedule  I Substances  whose  liability  to  abuse  constitutes  an  especially 
serious  risk  to  public  health  and  which  have  very  limited,  if  any,  therapeutic 
usefulness. 

Schedule  II  Substances  whose  liability  to  abuse  constitutes  a substantial  risk 
to  public  health  and  which  have  little  to  moderate  therapeutic  usefulness. 

Schedule  III  Substances  whose  liability  to  abuse  constitutes  a substantial  risk 
to  public  health  and  which  have  moderate  to  great  therapeutic  usefulness. 

Schedule  IV  Substances  whose  liability  to  abuse  constitutes  a smaller  but 
still  significant  risk  to  public  health  and  which  have  therapeutic  usefulness  from 
little  to  great."  (56) 

Article  2 sets  out  the  obligations  of  the  Parties  after  the  Commission  has 
made  a decision  to  place  a psychotropic  drug  under  international  control.  All 
Parties  are  given  the  right  to  decline  acceptance  of  a scheduling  decision  in 
"exceptional  circumstances."  This  opportunity  was  first  revealed  in  the  1970  draft 
which  limited  the  right  of  non-acceptance  "to  substances  in  Schedules  I and  II."  The 
new  text,  moreover,  "permits  a degree  of  non-acceptance  in  the  case  of  all  four 
Schedules."  (57)  However,  certain  limited  control  measures  must  still  be  applied. 
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Unlike  the  Single  Convention  on  Narcotic  Drugs  this  treaty  does  not  place 
controls  on  the  cultivation  of  plants  from  which  psychotropic  drugs  can  be  derived. 
In  addition,  it  exempts  preparations  containing  psychotropic  drugs  from  most 
restrictions.  Another  interesting  innovation  is  the  requirement  of  a two-third’s 
majority  of  the  Commission  on  Narcotic  Drugs  to  place  controls  on  a psychotropic 
drug.  (In  fact,  the  United  States  delegation  had  proposed  a three-quarter's  majority 
be  required.)  The  Single  Convention,  on  the  other  hand,  stipulates  a simple  majority 
for  controlling  a narcotic  drug. 

According  to  Bruun  et  al.,  "The  mechanism  differs  from  that  of  the  Single 
Convention  in  its  criteria  for  including  drugs  under  control.  In  the  new  treaty  these 
criteria  are  broader  and  more  evidence  is  needed  for  a decision  to  control  a drug.  In 
the  draft  version,  the  requirement  had  been  limited  to  a finding  by  W.H.O.  that  the 
drug  in  question  had  the  capacity  to  produce  certain  effects,  but  in  the  version 
which  was  actually  adopted  sufficient  evidence  that  the  substance  in  question  was 
being  or  was  likely  to  be  abused  was  required  before  a control  decision  could  be 
taken.  The  U.K.  delegation  pushed  more  than  any  of  the  others  at  Vienna  for  the 
necessity  to  have  a strong  basis  of  evidence  for  drug  evaluation. ...The  financial 
burden  that  implementing  the  protocol  would  entail  was  a plea  used  against 
extensive  controls,  ironically  enough,  by  the  wealthier  nations  (for  example, 
Switzerland  - see  official  Records  II,  1973:  21).  The  assignment  of  control 

functions  to  the  Board  encountered  much  opposition  from  the  very  countries  which 
argued  in  favor  of  this  with  respect  to  the  Single  Convention.  Switzerland  stated  at 
Vienna  that  "The  Board  should  not  have  the  power  to  take  action  which  might  ruin 
the  economy  of  any  country"  (Official  Records  II,  1973:  77).  Export  and  import 
restrictions  accepted  as  necessary  by  the  adherents  to  the  Single  Convention  were 
considered  "impossible  to  carry  out"  and  therefore  unacceptable  (to  West  Germany) 
in  regard  to  "psychotropics."  Control  measures  should  befall  (according  to  Austria) 
importing  and  not  exporting  countries;  statistics  of  manufacture  and  trade  were  of 
doubtful  value  (in  the  Danish  delegate's  opinion),  and  international  trade  in  Schedule 
IV  would  be  hindered  by  the  export  declaration  system  that  was  being  contemplated 
(Official  Records  II,  1973:  50-31)."  (58) 

Earlier  it  was  mentioned  that  certain  interest  groups  were  at  work  prior  to  the 
Conference.  This  continued  and  was  even  more  visible  during  the  Conference  itself. 
According  to  Vladimir  Kusevic,  the  Executive  Secretary  of  the  Conference  and 
former  Director  of  the  U.N.  Division  of  Narcotic  Drugs,  representatives  of  large 
pharmaceutical  manufacturers  very  often  "privately  accompanied  delegates  of  their 
countries  on  a friendly  basis.  Most  interesting  was  a group  of  six  small  Latin 
American  countries  all  lead  by  the  head  of  one  delegation.  Some  of  the 
representatives  noticed  that  this  delegate  did  not  speak  flawless  Spanish.  Later  it 
was  discovered  that  he  was  born  in  Switzerland,  that  he  was  neither  a professional 
diplomat  nor  a technical  expert  on  drugs,  but  rather  represented  a large  European 
pharmaceutical  firm  in  that  South  American  country.  He  and  the  five  other  Latin 
American  delegates  were  inseparable  during  the  Conference.  The  six  delegates 
were  always  of  the  same  opinion  - negative  on  control  measures  - and  in  their 
voting.  This  was  cause  for  hilarity  among  many  other  delegations."  (59) 

The  incredible  influence  of  Hoffmann-La  Roche,  the  world's  largest 
pharmaceutical  corporation,  was  quite  evident,  "Against  the  opposition  of  the  U.S., 
two  drugs  diazepam  (Valium)  and  chlordiazepoxide  (Librium),  which  had  been 
proposed  for  control  under  Schedule  IV,  were  deleted  by  the  Conference.  This 
created  a curious  situation  where  one  of  the  American  competitor  drugs  in  the 
tranquillizer  range,  meprobamate  (Miltown),  came  under  control,  while  the  Swiss 
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tranquillizers  did  not. ...Commercial  interests  were  there,  the  most  significant 
expression  of  them  being  not  so  much  the  presence  of  pharmaceutical  industry 
representatives  on  the  delegations  of  the  U.S.  and  Switzerland  as  the  coincidence  of 
national  and  commercial  interests.  A dividing  line  was  perceptible  in  the  manner  of 
voting  and  argument  between  countries  which  manufacture  psychotropic  substances 
and  countries  without  such  industry.  France  was  astride  both  camps,  arguing,  as  it 
has  nearly  always  done,  for  the  necessity  of  controls,  in  contrast  to  other  Common 
Market  countries. ...To  gain  their  ends  the  various  interests  employed  such  means  as 
influencing  opinion  by  argument  and  entreaty,  and  enlisting  support  in  voting.  The 
arguments  used  in  Vienna  revolved  around  a number  of  themes:  at  one  end,  the 
primacy  of  public-health  interests  and  the  need  to  protect  developing  countries  from 
being  injured  by  the  products  of  developed  ones;  at  the  other,  considerations  of 
practicality  and  the  need  to  ensure  wide  acceptability  (as  an  argument  against 
specificity  and  stringency  of  controls).  Because  of  the  disinclination  of  many 
countries  to  accept  international  obligations,  a large  number  of  arguments  were 
directed  at  minimizing  the  degree  to  which  the  provisions  were  binding. 
Necessarily,  the  consensus  on  the  final  document  could  only  be  obtained  at  the  cost 
of  much  weakening  of  its  contents  and  much  lowering  of  the  level  of  control  desired 
by  the  control-minded  countries.  One  of  the  most  decisive  arguments  for  a lowered 
level  of  control  was  that  this  was  a necessary  price  for  having  an  international 
agreement.  The  force  of  this  argument  lay  in  the  fact  that  there  were  moments 
during  the  conference  when  the  countries  desiring  controls  were  not  even  certain 
that  they  would  obtain  a treaty  which  bore  any  resemblance  at  all  to  the  original 
draft,  so  assailed  were  they  by  opposition.  Their  readiness  to  make  concessions  (as 
in  the  Valium  and  Librium  case)  was  thus  dictated  to  a large  extent  by  their  own 
estimation  of  how  far  they  could  go  without  jeopardizing  their  chances  of  securing  a 
reasonable  level  of  control.... 

The  outcome  was  that  the  conference  concluded  a treaty  which  was  broader 
but  considerably  weaker  than  the  Single  Convention.  The  conference's  purpose, 
after  all,  was  (as  the  Danish  delegate  observed)  to  adopt  a protocol  that  'would 
provide  protection  for  all  countries  and  could  be  accepted  in  practice  by  the 
producing  countries'  (Official  Records  II,  1973:  59)  (emphasis  added).  The  necessity 
to  facilitate  ratification  and  adherence,  it  has  been  argued,  justifies  the  lack  of 
rigor  of  the  control  provisions."  (60) 

(Hi)  Summary  of  Parties'  Responsibilities 

The  Convention,  although  to  some  extent  controversial  and  having  been 
described  as  being  ambiguous,  imperfect  and  of  little  value,  was  nevertheless 
completed.  A brief  description  of  the  Convention's  general  requirements  provides  a 
suitable  overview  of  that  which  prevailed. 

All  Parties  shall: 

a)  prohibit  the  use  of  all  Schedule  I substances  except  for  restricted  amounts 
supplied  to  authorized  persons  for  scientific  and  very  limited  medical  purposes 
in  medical  and  scientific  establishments  directly  under  the  control  of,  or 
specifically  approved  by,  the  government; 

b)  limit  the  manufacture,  export,  import,  distribution  of  and  stock  of,  trade  in 
and  use  and  possession  of  substances  in  Schedules  II,  III  and  IV  to  medical  and 
scientific  purposes; 
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c)  ensure  that  all  persons  involved  in  b)  above  (with  the  exception  of  use  and 
possession  of)  be  duly  qualified  and  authorized  by  licence  and  as  such  maintain 
appropriate  security  and  execute  the  appropriate  provisions  enacted  in 
pursuance  of  the  Convention; 

d)  maintain  a system  of  inspection  and  record-keeping  and  ensure  that  all 
prescriptions  for  Schedules  11,  III  and  IV  substances  meet  the  regulations, 
including  directions  for  use  (cautions  and  warnings)  for  all  substances,  so  as  to 
protect  the  public  health  and  welfare; 

e)  furnish  the  Secretary-General  with  information  on  changes  in  related  national 
laws  and  regulations  as  well  as  significant  developments  in  the  abuse  of  illicit 
traffic  within  their  territories; 

f)  furnish  the  Secretary-General  with  information  relating  to  the  need  to  add  or 
transfer  a substance^and  endeavour  as  much  as  possible  to  control  substances 
not  falling  under  the  Convention  which  may  be  used  in  the  illicit  manufacture 
of  psychotropic  sbustances; 

g)  prohibit,  if  constitutionally  permissible,  advertising  to  the  general  public  and 
take  all  practicable  measures  for  prevention  including,  among  others, 
treatment,  education  and  rehabilitation; 

h)  take  preventive  and  repressive  action  against  illicit  traffic  within  their 
territories  and  cooperate  with  other  Parties  and  International  organizations  in 
maintaining  a coordinated  campaign  against  international  illicit  traffic  to 
ensure  that  legal  papers,  etc.  are  transmitted  in  an  expeditious  manner; 

i)  adopt  penal  measures  for  any  action  contrary  to  law  or  regulation  pursuant  to 
the  Convention  with  the  understanding  that  offenders  be  permitted  to  undergo 
treatments,  etc.  as  an  alternative  or  in  addition  to  punishment. 

The  Convention  recommends  that  Parties: 

a)  provide  a special  administration  for  applying  the  provisions  of  the  Convention; 

b)  treat  as  extraditable,  serious  offences  involving  psychotropics. 

Parties  may: 

a)  permit  authorized  persons  to  supply,  at  their  discretion  and  without 
prescription,  small  quantities  of  substances  in  Schedules  III  and  IV  for  use  for 
medical  purposes  by  individuals  in  exceptional  cases; 

b)  adopt  more  severe  measures  of  control  or,  given  exceptional  circumstances, 
may  adopt  less  strict  control  than  provided  for  by  the  Convention.  (61) 

4.  Acceptance  of  the  Convention 

(i)  Mechanism  By  Which  It  Was  Made  Known 

Upon  completion  of  the  Conference  in  Vienna  in  1971,  the  Secretary-General's 

office  of  the  U.N.  distributed  duplicate  copies  of  the  Convention  to  the 

representatives  of  the  128  member  States  and  to  non-member  States  who  were 
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members  of  a specialized  agency  of  the  U.N.  or  the  International  Atomic  Energy 
Agency  or  Parties  to  the  Statute  of  the  International  Court  of  Justice.  Instructions 
al^ut  ratification  were  enclosed  with  each  copy.  The  representatives  of  the 
member  States  were  given  the  opportunity  to  ask  questions  of  the  U.N.  In  turn,  they 
were  asked  to  bring  the  copy  of  the  Convention  and  accompanying  World  Health 
Assembly  resolutions  to  the  attention  of  all  relevant  departments  (e.g.,  Health  and 
Justice)  in  their  respective  countries. 

After  a treaty  has  been  adopted  international  organizations  may  employ 
various  strategies  to  foster  acceptance  of  that  treaty.  These  strategies  have  been 
outlined  by  Schachter  et  al.  (1971).  (62) 

Schachter  et  al.  begin  with  promotional  strategies.  Appeals  in  the  form  of 
resolutions  adopted  by  the  U.N.  General  Assembly  and  the  Economic  and  Social 
Council  urging  ratification  by  member  States  are  very  common.  In  the  case  of  the 
Psychotropic  Convention  this  method  has  been  used  extensively.  (63)  Concentrated 
campaigns  dedicating  a twelve  month  period  as  a special  year  honoring  a particular 
world  problem  have  also  been  used  in  support  of  some  U.N.  treaties,  but  not  those 
concerned  with  drugs. 

Inquiries  by  the  Secretary-General  asking  member  States  about  problems 
affecting  ratification  have  been  employed  to  discover,  and  hopefully  resolve,  these 
problems.  Regional  inter-governmental  organization  have  also  been  active.  For 
example,  in  support  of  the  Psychotropic  Convention,  a group  of  South  American 
countries  organized  a treaty  of  their  own  to  combat  these  drugs  in  addition  to  the 
international  treaty. 

In  some  instances  non-governmental  organizations  such  as  the  I.C.A.A.  have 
influenced  the  attitudes  of  governments.  For  example,  the  I.C.A.A.  has  advocated 
the  ratification  of  the  Psychotropic  Convention.  No  doubt  the  scientific  and 
medical  community,  as  well  as  the  pharmaceutical  industry  have  had  an  impact  on 
the  Psychotropic  Convention.  However,  their  impact  has  often  been  to  discourage 
ratification. 

A final  available  promotional  tool  say  Schachter  et  al.  is  the  work  of  the  Inter- 
Pariiamentary  Union,  an  international  organization  of  legislatures.  From  time  to 
time  they  have  adopted  resolutions  urging  legislators  to  persuade  their  governments 
to  adhere  to  specific  treaties. 

A second  strategical  area  noted  by  Schachter  et  al.  is  the  reporting  by  member 
States  to  international  organizations  on  the  progress  of  a particular  treaty  in  their 
country.  The  member  States  of  the  International  Labor  Organization  are  often 
requested  to  furnish  reports  describing  obstacles  retarding  acceptance  of  a 
particular  treaty. 

A third  general  area  is  the  servicing  approach.  Information,  advice  and 
assistance  are  offered  by  international  organizations  to  member  States  in  need  of 
these  services.  This  is  a fairly  direct  method  of  fostering  acceptance.  Support 
through  the  provision  of  legal  advisors,  translators,  etc.  may  accelerate  ratification 
or  at  least  aid  the  country  in  making  a reasonable  decision. 

Finally,  when  acceptance  is  severely  retarded  or  after  parties  lose  interest  in 
the  treaty,  it  may  be  revised  or  an  additional  instrument  may  be  adopted. 
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(ii)  The  Rate  of  Acceptance 

The  gap  between  the  time  an  international  treaty  has  been  open  for 
ratification  until  the  time  it  enters  into  force  may  vary  considerably.  The 
Psychotropic  Convention  was  open  for  ratification  on  February  21st  1971  yet  it  was 
not  until  August  16,  1976  that  it  entered  into  force  (90  days  after  being  acceded  to 
by  the  fortieth  member  State).  (64)  By  comparison,  the  Single  Convention  on 
Narcotic  Drugs  which  opened  for  ratification  on  the  25th  March  1961,  entered  into 
force  on  December  13,  1964  (30  days  after  the  fortieth  member  State  acceded  to  it). 
(65)  The  gap  in  time  then,  for  each  of  vthese  two  treaties  is  five  and  a half  and  three 
and  three-quarter  years  respectively.  (66) 

The  slower  rate  of  acceptance  for  the  Psychotropic  Convention  is  even  more 
pronounced  than  appears  at  first.  If  we  look  at  the  difference  in  the  number  of 
eligible  member  States  in  1961  compared  with  1971  (104  and  128  respectively)  (67) 
we  find  approximately  40%  and  30%  respectively  of  those  eligible  had  ratified  at  the 
time  each  came  into  force.  In  other  words  the  Psychotropic  Convention  not  only 
took  one  and  three-quarter  years  longer  to  come  into  force  but  also  had  the  support 
of  only  30%  of  member  States  while  the  Single  Convention  had  the  support  of  40% 
of  the  member  States. 

After  a treaty  has  entered  into  force  a sizeable  number  of  acceptances  within 
a reasonable  time  period  are  necessary  or  its  effectiveness  will  continue  to  be 
impaired.  If  we  compare  the  two  treaties  after  each  had  been  open  for  signature  for 
eight  years  we  find  that  66  out  of  126  States  (68)  had  ratified  the  Single  Convention 
(approximately  half)  while  only  54  out  of  151  states  (69)  had  acceded  to  the 
Psychotropic  Convention  (approximately  one-third).  We  must  keep  in  mind, 
however,  the  fact  that  the  Single  Convention  was  the  culmination  of  previous 
efforts  at  international  control  of  narcotic  drugs  originating  as  early  as  1909. 
Consequently,  it  is  one  of  the  more  widely  accepted  multi-lateral  treaties.  On  the 
other  hand,  the  Psychotropic  Convention  was  the  first  such  attempt  for 
international  control  of  psychotropic  drugs.  Moreover,  by  comparison  to  many  other 
international  treaties  it  shares  a similarly  slow  rate  of  acceptance.  (70) 

By  December  17,  1979,  out  of  a possible  152  member  States,  62  had  ratified 
the  Psychotropic  Convention  and  110  had  ratified  the  Single  Convention  on  Narcotic 
Drugs.  (71)  As  of  September,  1980,  67  countries  have  ratified  the  Psychotropic 
Convention.  (72)  Although  only  67  countries  have  ratified  the  Psychotropic 
Convention,  112  have  gone  as  far  as  furnishing  the  I.N.C.B.  with  information  on 
Psychotropic  Substances. 

(in)  What  Types  of  Countries  Have  and  Have  Not  Acceded  to  the  Convention? 

Schachter  et  al.  (1971)  note  that  small  countries  (population  under  1 million) 
and  countries  which  have  become  U.N.  member  States  since  1945  have  been  very 
slow  to  accept  treaties.  This  is  clearly  demonstrated  for  the  Psychotropic 
Convention  as  we  find  that  as  of  December  17,  1979  less  than  13%  of  the  small 
countries  and  20%  of  'new'  countries  have  ratified  the  Convention. 

There  appears  to  be  no  significant  difference  in  the  proportion  of  developed 
and  developing  countries  having  ratified  the  Convention.  We  do  notice  however, 
that  a number  of  respected  and  influential  countries  have  not  yet  ratified  the 
Convention,  notably,  Switzerland,  United  Kingdom,  Canada  and  Australia. 
Comparatively,  Caribbean  countries  appear  to  be  under-represented  and  Eastern 
European  countries  appear  to  be  over-represented  among  those  having  ratified. 
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Leaving  these  incidental  finds  aside,  the  obvious  but  exciting  finding  is  that  out  of 
ten  countries,  nine  of  which  'house'  the  highest  sales  and  profit-making  multinational 
pharmaceutical  corporations,  and  one,  Hungary,  which  has  a very  large  national 
industry,  only  foir  (United  States,  France,  West  Germany  and  Hungary)  have  ratified 
the  Convention.  In  fact,  two  of  these,  Hungary  and  the  United  States,  only  recently 
ratified  the  Convention  in  1979  and  1980  respectively.  The  remaining  countries  in 
this  group  are  Switzerland,  United  Kingdom,  3apan,  Netherlands,  Italy  and 
Czechoslovakia. 

(iv)  Overall  Problems  That  Exist  in  Having  Greater  Acceptance 

According  to  Schachter  et  al.  (1971)  there  are  some  commonly  recurring 
problems  which  retard  the  rate  and  ultimate  acceptance  of  international  treaties. 
Administrative  problems  of  one  form  or  another  confront  all  States  eligible  to 
become  parties  to  such  a treaty.  Preliminary  administrative  work,  inquiries  by 
related  government  departments  and  the  drafting  of  implementing  legislation  are  a 
few  examples. 

Member  States  with  a Federal  government  structure  often  find  further 
consultation  with  provincial  or  state  governments  is  required.  Many  countries  lack 
the  expertise  and  trained  personnel  needed  for  the  essential  preliminary  tasks 
connected  with  treaties.  For  example,  more  than  one  third  of  the  member  States 
must  translate  treaties  into  their  official  languages  because  they  are  not  made 
available  in  all  languages  by  the  U.N.  The  time  required  for  this  task,  together  with 
the  lack  of  trained  personnel,  cause  even  further  delays  to  the  acceptance  of 
international  treaties. 

Several  identifiable  factors  continue  to  undermine  greater  acceptance  of  the 
Psychotropic  Convention.  These  factors  shall  each  be  addressed  in  turn. 

When  several  parties  come  together  to  draft  an  agreement,  of  any  kind, 
generalities  in  the  language  are  inevitable  as  every  attempt  is  made  to  please  a 
myriad  of  perspectives.  It  is  quite  understandable  then,  that  ambiguities  would  arise 
and  that  individual  interpretations  of  the  agreement  might  vary  considerably.  This 
comes  to  be  expected.  Nevertheless,  the  language  drafted  for  the  Psychotropic 
Convention  is  said  to  be  "much  more  vague  than  is  usual  or  desirable."  (73) 

The  ambiguity  of  scientific  definitions  and  related  terminology  in  the 
Convention  is  feared  to  greatly  restrict  scientific  and  medical  research.  Added  to 
this  is  the  diminished  role  of  the  health  profession  in  establishing  international 
policy  with  respect  to  psychotropic  substances.  This  change  came  about  as  a result 
of  the  Commission  on  Narcotic  Drugs,  as  opposed  to  the  W.H.O.,  being  deemed 
responsible  for  determining  control  of  psychotropic  substances.  (74) 

The  ambiguities  in  the  language  of  the  Convention  have  direct  implications  for 
national  laws  governing  psychotropic  substances,  particularly  for  those  countries 
with  previously  well  established  laws.  For  example,  from  the  point  of  view  of  the 
United  States  "The  Convention  suffers  from  uncertainties  concerning  its 
requirements.. ..The  ineffectiveness  of  available  sanctions,  the  ability  to  avoid  their 
application,  and  the  likelihood  of  imposition,  as  well  as  the  reservation  and 
denunciation  provisions,  provide  great  opportunity  for  the  undermining  of  the 
Convention.  These  conflicts  are  compounded  by  conflicts  with  domestic  law  that 
arise  because  the  Convention  prevails  over  the  C.S.A."  (75)  (The  C.S.A.  refers  to 
the  United  States  Controlled  Substances  Act.) 


- 19- 


The  concerns  expressed  above  for  the  United  States,  to  some  extent,  are  a 
generality  to  other  countries.  Moreover  many  opponents  "feel  that  national 
interests  ought  to  prevail  over  international  ones."  (76) 

Common  concerns  have  been  expressed  by  the  six  countries  mentioned  earlier 
whuch  'house*  major  portions  of  the  pharmaceutical  industry.  For  example  the  broad 
language  employed  in  Article  2 setting  out  scheduling  criteria  is  said  to  present  "the 
opportunity  for  expansive  scheduling..."  perhaps  "extending  coverage  of  the 
Convention  to  substances,  whose  inclusion  was  not  originally  contemplated."  (77) 
Article  2,  generally,  continues  to  be  a cause  of  concern  for  these  countries,  and  the 
pharmaceutical  industry  as  a whole,  by  virtue  of  the  fact  that  it  specifies  the  scope 
of  control  of  the  Convention. 

The  United  States  has  only  recently  ratified  the  Convention.  Prior  to  this  they 
may  have  posed  the  single  most  important  'stumbling  block'  retarding  greater 
acceptance  of  the  Convention.  The  United  States  is  a respected  world  leader  whose 
direction  in  international  matters  others  often  follow.  It  is  not  surprising  therefore 
that  it  was  once  concluded  that  "although  the  requisite  number  of  nations  have  now 
become  parties  to  the  Convention,  little  progress  can  be  expected  until  the  United 
States  has  made  its  decision."  (78)  Now  that  the  United  States  has  ratified  the 
Convention  the  rate  of  acceptance  by  other  countries  may  be  expected  to  increase. 

The  administrative  costs  entailed  by  all  parties  to  the  Convention,  coupled 
with  the  notion  that  the  Convention  would  have  very  little  impact  (beyond  those 
attained  through  national  measures)  on  the  perceived  problem  has  militated  strongly 
against  ratification.  This  argument  has  been  used  extensively  by  the  more 
developed  industrialized  countries.  Opponents  of  the  Convention  within  the  United 
States  contend  "that  the  United  States  can  more  efficiently  use  its  resources  on 
national  measures  involving  production  quotas,  import-export  and  other  anti- 
smuggling  controls,  and  on  joint  operations  with  foreign  law  enforcement  authorities 
than  on  the  enforcement  mechanisms  of  the  Convention."  (79) 

5.  Summary  and  Conclusions 

The  need  for  controls  on  psychotropic  drugs  has  been  recognized  by  many 
nations  for  about  30  years.  However,  the  need  for  an  international  treaty  has  a 
shorter  history  and  fewer  supporters.  The  history  of  development  of  the  Convention 
on  Psychotropic  Substances  indicates  that  the  desire  for  the  treaty  was  not  world- 
wide but  was  seen  by  only  a few  non-producing  nations  whose  leaders  felt  that  their 
countries  were  most  victimized.  Opposition  to  the  very  idea  of  a treaty  and  to 
various  aspects  of  it,  e.g.,  the  extent  of  controls,  the  drugs  to  be  covered  and  the 
agencies  to  be  consulted,  appeared  early  and  have  continued  into  the  present.  Their 
continuance  has  meant  that  few  producing  nations  have  signed  the  Convention  and 
that  it  came  into  force  rather  slowly  and  without  the  support  of  many  of  the 
countries  which  it  was  designed  to  influence.  The  task  which  this  paper  addresses  is 
to  carefully  examine  the  reasons  for  the  Convention's  acceptance  and  non- 
acceptance  and  to  see  whether  it  could  be  made  more  acceptable  to  more  nations, 
or  whether  other,  auxiliary  measures  should  be  suggested. 
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THE  PSYCHOTROPIC  CONVENTION'S  FOUR  SCHEDULES 
AS  OF  SEPTEMBER  1980 


Lists  of  Substances  in  the  Schedules 


List  of  Substances  in  Schedule  I 


INN 


Other 

non-proprietary 

or  trivial  names  Chemical  Name 


1. 


DET 


N,  N-diethyltryptamine 


2. 


DMPH  3-(l,2-dimethylheptyl)-l- 

hydroxy-7,8,9, 1 0-tetrahydro- 

6,6,9-trimethyl-6H-dibenzo 

(5,d]pyran 


3.  DMT 

(+)-LYSERGIDE  LSD,  LSD-25 


5. 


mescaline 


N,N-dimethyltryptamine 

(+)-N,N-diethyllysergamide 
(d-lysergic  acid  diethylamide) 

3,^,5-trimethoxyphenethylamine 


6. 


7. 


8.  PSILOCYBINE 


9. 


parahexyl  3-hexyl-  l-hydroxy-7,8,9, 1 0- 

tetrahydro-6,6,9-trimethyl-6 

H-dibenzo[b,d)pyran 

psilocine,  psilotsin  3-(2-dimethylaminoethyl)-4- 

hydroxyindole 

3-(2  dimethylaminoethyl)- 
indol-^-yl  dihydrogen 
phosphate 

STP,  DOM  2-amino- l-(2,5-dimethoxy-^- 

methyDphenylpropane 


* The  names  printed  in  capitals  in  the  left-hand  column  are  the  International 
Non-Proprietary  Names  (INN).  With  one  exception  ((+)-LYSERGIDE),  other  non- 
proprietary or  trival  names  are  given  only  where  no  INN  has  yet  been  proposed. 
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Other 

non-proprietary 

INN or  trivi^  names Chemical  Name 


10.  tetrahydrocannabinols, 

and  the  following 
isomers 

A6a(10a),A6a(7), 

A7,  A8,A9,A10, 

A 9(11)  and  their 

stereochemical 

variants 

11.  TCP  lfl)-(2-thienyl)  (cyclohexyl) 

piperidine 

12.  PHP  or  PCPY  l-(l-phenylcyclohexyl)pyrrolidine 


13. 


PCE 


N-ethyl- 1 -phenylcy  clohexylamine 


The  salts  of  the  substances  listed  in  this  Schedule  whenever  the  existence  of 
such  salts  is  possible.  ** 


List  of  Substances  in  Schedule  II 


INN 


Other 

non-proprietary 

or  trivial  names  Chemical  Name 


1. 

AMPHETAMINE 

( ± )2-amino-  1-phenylpropane 

2. 

DEXAMPHETAMINE 

(+)- 2-amino-  1-phenylpropane 

3. 

METHAMPHETAMINE 

(+)-2-methylamino-  i-phenyl- 
propane 

METHYLPHENIDATE 

2-phenyl- 2-(2-piperidyl)acetic 
acid,  methyl  ester 

5, 

PHENCYCLIDINE 

l-(  l-phenylcyclohexyl)piperi- 
dine 

6. 

PHENMETRAZINE 

3-methyl-2-phenylmorpholine 

7. 

METHAQUALONE 

2-methyl-3-0-tolyl-^(3H)- 

quinazolinone 

8. 

MECLOQUALONE 

3-(0)-chlorophenyl)- 2-methyl- 

4(3H)-quinazolinone 


The  salts  of  the  substances  listed  in  this  Schedule  whenever  the  existence  of 
such  salts  is  possible.  ** 

**  Note  by  the  Secretariat:  The  Commission  on  Narcotic  Dru^  decided  through 
a vote  correspondence,  pursuant  to  its  decision  6 (XXVII)  of  2^  February  1977,  to 
include  this  sentence  at  the  end  of  each  Schedule. 
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List  of  Substances  listed  in  Schedule  III 


INN 


Other 

non-proprietary 

or  trivi^  names  Chemical  Name 


1.  AMOBARBITAL 

2.  CYCLOBARBITAL 

3.  GLUTETHIMIDE 
li,  PENTOBARBITAL 

5.  SECOBARBITAL 

The  salts  of  the  substances  listed  in 
such  salts  is  possible.  ** 

List  of  Substances  in  Schedule  IV 


5-ethyl-5-(3-methylbutyl) 
barbituric  acid 

5-(  1 -cyclohexen- 1 -yl)-5- 
ethylbarbituric  acid 

2-ethyl-2-phenylglutarimide 

5-ethyl-3-(l-methylbutyl) 
barbituric  acid 

5-allyl-5-(l-methylbutyl) 
barbituric  acid 

Schedule  whenever  the  existence  of 


INN 


Other 

non-proprietary 

or  trivi^  names  Chemical  Name 


1. 

AMFEPRAMONE 

2-(diethylamino)propiophenone 

2. 

BARBITAL 

3,3-diethylbarbituric  acid 

3. 

ethclorvynol 

ethyl-2-chlorovinylthinyl- 

carbinol 

ETHINAMATE 

1-ethynylcyclohexanol- 

carbamate 

5. 

MEPROBAMATE 

2-methyl- 2-propyl- 1 ,3- 
propanediol  dicarbamate 

6. 

METHYLPHENOBARBITAL 

5-ethyl- l-methyl-5-phenyl- 

barbituric  acid 


The  salts  of  the  substances  listed  in  this  Schedule  whenever  the  existence  of 
such  salts  is  possible.  ** 

**  Note  by  the  Secretariat;  The  Commission  on  Narcotic  Drugs  decided  through 
a vote  correspondence,  pursuant  to  its  decision  6 (XXVII)  of  2^  February  1977,  to 
include  this  sentence  at  the  end  of  each  Schedule. 
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INN 


Other 

non-proprietary 

or  trivial  names Chemical  Name 


7. 

METHYPRYLON 

3,3-diethyl-5-methyl-2,4- 

piperidine-dione 

8. 

PHENOBARBITAL 

5-ethyl-5-phenylbarbituric  acid 

9. 

PIPRADROL 

1 , 1-diphenyl-  l-(2-piperidyl) 
methanol 

10. 

SPA 

(-)-  1-dimethylamino- 1,2- 
diphenylethane 

The  salts  of  the  substances  listed  in  this  Schedule  whenever  the  existence  of 
such  salts  is  possible.  ** 

**  Note  by  the  Secretariat:  The  Commission  on  Narcotic  Drugs  decided  through 
a vote  correspondence,  pursuant  to  its  decision  6 (XXVII)  of  24  February  1977,  to 
include  this  sentence  at  the  end  of  each  Schedule. 
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REFLECTIONS  ON  THE  DEVELOPMENT,  CONTENT  AND  ACCEPTANCE 
OF  THE  CONVENTION  ON  PSYCHOTROPIC  SUBSTANCES 

Dr.  Eva  Tongue  * 


1.  Introduction 

The  rise  in  the  abuse  of  barbiturates,  amphetamine-like  substances  and  minor 
tranquilizers  is  a relatively  new  phenomenon,  as  it  was  not  before  the  beginning  of 
this  century  that  such  substances  were  introduced  and  used  for  medical  purposes. 
Barbiturates  were  discovered  in  1863  and  a number  of  other  substances  are  of  much 
later  origin,  as  for  example  methaqualone,  which  was  first  synthetised  in  1951  in 
India.  Concern  about  their  abuse  and  related  social  problems  was  not  voiced 
internationally  before  the  early  nineteen-fifties. 

The  medically- prescribed  psychotropic  drugs  gradually  became  of  special 
concern  in  numerous  countries.  Problems  arose  in  the  field  of  psychotropic 
substance  use  and  abuse,  to  which  increased  national  and  international  attention  had 
to  be  given  and  must  continue  to  be  given  in  the  coming  years. 

2.  Historical  Development  of  the  Convention 

From  a historical  viewpoint,  a certain  hesitation  can  be  observed  over  the 
years  on  the  part  of  decision  makers  at  international  level  as  to  how  to  deal  with  the 
problems  arising  from  the  consumption  of  psychotropic  substances.  For  several 
years  it  was  felt  that  national  control  systems  would  be  sufficient  to  deal  with  their 
abuse.  In  1955  the  United  Nations  Commission  on  Narcotic  Drugs  discussed  the 
problem  of  amphetamines  and  rejected  a draft  resolution  proposing  to  place 
amphetamines  under  international  control.  In  1956  the  same  procedure  repeated 
itself  with  the  same  result.  In  1957  the  Commission  considered  the  problem  of 
barbiturates  and  amphetamines  but  again  took  no  steps  to  bring  them  within  the 
scope  of  the  Single  Convention  on  Narcotic  Drugs  then  in  preparation.  In  each  of 
the  following  years  from  1958  to  1962  the  Commission  repeated  its  view  that  these 
substances  did  not  fall  within  the  scope  of  narcotic  treaties  and  that  effective 
national  control  measures  would  be  sufficient. 

At  that  time,  however,  the  Government  of  Sweden  had  sent  notification  to  the 
Secretary-General  of  the  United  Nations  asking  that  the  six  amphetamine-like 
substances  mentioned  in  its  draft  resolution  before  the  United  Commission  on 
Narcotic  Drugs  be  controlled  in  terms  of  Article  3 of  the  Single  Convention.  The 
representative  of  Sweden  also  made  a detailed  report  to  the  Commission  on  the 
grave  situation  created  in  his  country  by  the  abuse  of  these  substances.  He  referred 
to  such  facts  as;  amphetamines  were  used  by  a large  number  of  persons, 
particularly  young  people,  were  taken  intravenously  and  had  created  acute  health 
problems  such  as  infectious  hepatitis  in  addition  to  physical  debilitation  of  the 
abusers.  Hepatitis  was  spread  by  their  donating  blood  to  blood  banks.  They  also 
became  aggressive,  drove  dangerously  causing  accidents,  sometimes  attacking 
peaceful  pedestrians  and  disturbing  the  peace  in  general.  The  representatives  of  the 
United  Kingdom  and  the  United  States  of  America  to  the  Commission  indicated  that 
similar  problems  occurred  in  their  countries. 


* 


International  Council  on  Alcoholism  and  Addictions,  Lausanne,  Switzerland. 
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As  a result  of  discussions  during  the  23rd  Session  of  the  United  Nations 
Commission  on  Narcotic  Drugs  (January  1969)  a draft  resolution  was  moved 
recommending  that: 

"Pending  the  entry  into  force  of  the  international  instrument  for  the  control  of 
psychotropic  substances  being  prepared  by  the  Commission"  governments  shall  use 
their  utmost  endeavours: 

a)  to  apply  to  the  following  substances,  namely  amphetamines, 
dexamphetamine,  m et  ham  phet  amine,  methylphenidate,  phenmetrazine  and 
pipradrol,  national  control  measures  corresponding  as  closely  as  possible  to  those 
provided  by  the  Single  Convention  on  Narcotic  Drugs,  1961,  for  the  substances 
listed  in  Schedule  I,  of  that  Convention; 

b)  to  assist  each  other  in  so  regulating  the  movement  of  dangerous  psychotropic 
substances  as  to  provide  effective  safeguards  against  their  misuse." 

The  Convention  on  Psychotropic  Substances,  1971,  is  one  essential  element  in 
the  history  of  the  control  of  psychotropic  drugs.  The  term  "psychotropic"  has  no 
specific  scientific  meaning,  it  is  a general  term  for  the  designation  of  substances 
(drugs)  affecting  the  central  nervous  system. 

From  the  point  of  view  of  international  control,  there  are  three  classes  of 
psychotropic  drug: 

1)  Narcotic  drugs  (in  the  schedules  of  the  Single  Convention) 

2)  Psychotropic  substances  (in  the  schedules  of  the  Psychotropic  Convention) 
and 

3)  Psychotropic  drugs  not  being  subject  to  international  control. 

The  definitions  of  the  Single  Convention  and  the  Psychotropic  Convention  are 
overlapping;  without  the  existence  of  the  Single  Convention  all  of  the  "narcotic 
drugs"  could  be  included  in  the  Psychotropic  Convention  (with  the  exception  of 
those  which  do  not  have  psychoactive  effect  but  are  convertible  into  narcotic 
drugs).  Consequently  the  history  of  the  Convention  on  Psychotropic  Substances 
should  be  separated  into  analysis  of  two  distinct  questions: 

a)  the  history  of  the  scope  of  the  Single  Convention  and  the  applicability  of  the 
Single  Convention  for  the  control  of  other  non-narcotic  drugs 

b)  the  history  and  development  of  the  Psychotropic  Convention  which  is  in 
reality  to  be  regarded  as  a negative  outcome  of  the  discussions  on  the  applicability 
of  the  Single  Convention  for  the  control  of  "other  drugs." 

The  Applicability  of  the  Single  Convention  for  the  Control  of  "Psychotropic  Substances" 
The  narcotic  drugs  at  present  under  international  control  are  only  one  group 
among  a large  number  of  substances  which  are  capable,  in  some  respects  and  under 
certain  circumstances,  of  being  similarly  abused.  These  drugs  have  mind-altering 
effects  and  they  may  be  classified  in  two  main  categories,  the  sedatives,  which 
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include  the  barbiturates,  and  the  stimulants  which  include  the  amphetamines.  A 
number  of  other  substances  have  been  used  for  their  mind-altering  effects,  such  as 
khat,  kratom  (a  plant  which  grows  in  South-East  Asia),  methysticodendron  (a  shrub 
of  the  Amazonian  region),  peyotl,  etc.  The  Advisory  Committee  of  the  League  of 
Nations  had  already  considered,  although  not  regularly,  such  substances  as  khat  or 
peyotl.  At  its  very  first  session,  the  United  Nations  Commission  on  Narcotic  Drugs 
had  held  a short  discussion  on  the  subject  of  barbiturates  when  the  representative 
of  Peru,  a medical  doctor,  stated  that  "the  excessive  use  of  these  drugs  tended  to 
produce  paranoid  ideas  with  possible  display  of  criminal  behaviour,  and  that  the 
medical  profession  was  not  yet  sufficiently  aware  of  the  dangerous  tendencies 
which  they  brought  to  light. 

It  was  fifteen  years  ago  (in  1963)  when  the  question  of  "other  drugs"  was 
summarized  by  the  Secretary-General  in  a "Review  of  the  Commission's  work 
during  its  First  Twenty  Years."  (2)  In  that  document  short,  concise  summaries 
were  presented  on  the  Commission's  discussions  and  decisions  in  respect  of 
"Amphetamines"  (para.  173-176),  "Barbiturates"  (para.  177-178),  "Tranquilizers" 
(para.  179),  "Khat"  (para.  180-183)  and  "Miscellaneous  substances"  including 
lysergide  (para.  184). 

World  Health  Organization  expert  committees  had  been  regularly  concerned 
with  the  abuse  of  amphetamines  (since  1949),  barbiturates  (since  1930),  tranquilizers 
(since  1936)  and  hallucinogens  (since  1963)  and  recommendations  had  been 
formulated  for  control  measures. 

Why  was  it  necessary  to  wait  for  the  Convention  on  Psychotropic  Substances 
to  introduce  international  control  of  some  of  the  above-mentioned  drugs?  The 
answer  is  given  by  A.  Lande,  (3)  who  as  author  of  the  drafts  of  the  Single  Convention 
and  the  Psychotropic  Convention  was  fully  aware  of  the  underlying  factors: 

"Under  the  Single  Convention  the  Commission  on  Narcotic  Drugs  may  place 
under  the  Convention's  control  only  a substance  which  the  World  Health 
Organization  has  found  to  be  liable  to  "similar"  abuse  and  productive  of  "similar"  ill 
effects  as  the  drugs  in  Schedule  I or  Schedule  II." 

"One  could  formulate  this  definition  in  more  popular  terms  by  declaring  that 
the  substances  involved  must  be  found  to  be  liable  to  similar  abuse  and  productive  of 
similar  ill  effects  as  morphine,  cocaine  or  cannabis  or  to  be  convertible  into  drugs 
already  under  the  control  of  the  Single  Convention." 

"It  is  of  course  within  the  competence  of  the  World  Health  Organization  to 
decide  whether  a substance  has  such  properties." 

"It  is  left  to  the  judgment  of  the  World  Health  Organization  to  decide  what  it 
considers  to  be  "similar"  for  the  purpose  of  this  provision." 


1.  Twentieth  Session  of  the  Commission  on  Narcotic  Drugs,  Document 
E/CN.7/471,  para.  172. 

2.  A.  Lande:  The  International  Drug  Control  System.  In  Drug  Use  in  America: 
Problem  in  Perspective,  Volume  III,  1973,  pp.  92-93. 
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"World  Health  Organization  has  in  practice  not  refused  to  assume  the 
similarity  of  the  dangerous  properties  of  a substance  with  those  of  a drug  already 
under  control  because  the  substance  is  much  more  potent  than  the  drug  as  long  as 
the  dangerous  effects  of  the  substance  are  similar  in  kind  to  those  of  the  controlled 
drug  with  which  it  is  being  compared.  Etorphine  and  acetorphine  are  many  times 
more  potent  than  morphine.  Following  the  above  mentioned  line  of  reasoning  both 
of  these  drugs  have  been  placed  in  Schedules  I and  IV  of  the  Single  Convention 
because  they  have  morphine  like  effects. 

It  may  therefore  be  assumed  that  tetrahydrocannabinols  could  be  placed 
under  the  control  of  the  Single  Convention  because  they  have  cannabis  like  effects 
although  much  more  potent  ones  than  cannabis  or  cannabis  resin." 

"...ill  effects  of  amphetamines  could  be  considered  "similar"  to  those  of 
cocaine..." 

"...ill  effects  of  barbiturates  which  are  addiction  producing  and  of  those 
tranquilizers  which  are  also  addiction  producing  could  also  be  considered  to  be 
similar  to  the  ill-effects  of  morphine..." 

"The  reason  why  the  World  Health  Organization  cannot  assume  this  similarity 
is  not  necessarily  technical,  but  legal.  The  Office  of  Legal  Affairs  of  the  United 
Nations  ruled,  in  an  opinion  given  to  the  Commission  on  Narcotic  Drugs  at  its 
twenty-third  session  that  barbiturates,  tranquilizers  and  amphetamines  were 
outside  the  scope  of  the  Single  Convention.  The  Office  based  this  opinion  on  the 
consideration  that  there  was  an  understanding  at  all  stages  of  the  drafting  of  the 
Single  Convention  and  in  particular  also  at  the  Conference  of  1961  which  adopted 
the  Single  Convention,  that  this  treaty  should  not  be  applicable  to  these  three  types 
of  substances  although  the  effects  of  the  amphetamines  have  some  degree  of 
similarity  to  cocaine  and  those  of  barbiturates  and  some  tranquilizers  to  morphine. 
It  may  be  added  that  this  understanding  was  reached  at  the  1961  Conference 
particularly  at  the  insistence  of  the  American  delegation.  This  delegation  was 
obviously  motivated  in  this  by  the  opinion  that  the  huge  burden  which  would  be 
placed  on  international  and  national  control  organs  by  subjecting  amphetamines, 
barbiturates  and  tranquilizers  to  the  narcotics  regime  would  fatally  weaken  this 
regime  in  the  campaign  against  addiction  to  narcotic  drugs  and  thus  frustrated 
international  efforts  which  had  been  made  for  more  than  half  a century." 

"The  legal  opinion  did  not  exclude  the  hallucinogenic  drugs  from  the  scope  of 
the  Single  Convention.  Those  of  them  which  the  World  Health  Organization  would 
find  to  have  ill-effects  "similar"  to  those  of  cannabis  and  cannabis  resin  could 
therefore  be  placed  under  the  international  narcotics  regime  by  the  operation  of 
article  3 of  the  Single  Convention." 

"...placing  the  amphetamines  under  the  narcotics  regime  would  set  a precedent 
which  would  strengthen  the  position  of  those  who  might  wish  to  place,  by  the  same 
kind  of  procedure,  barbiturates  and  tranquilizers  under  the  narcotics  regime.  This 
would  be  very  undesirable  and  in  the  case  of  some  of  the  more  valuable  and  widely 
used  of  these  drugs  very  harmful  from  the  viewpoint  of  public  health.  The  United 
States  and  other  countries  by  their  objection,  could  prevent  the  placement  of  these 
drugs  under  the  narcotics  regime.  But  the  pressures  which  would  arise  would  be 
very  unpleasant  and  the  position  of  the  United  States  in  its  efforts  to  make  its  views 
on  opium  control  prevail  on  the  international  scene  might  be  considerably 
weakened." 
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3.  Scientific  Scheduling  of  Substances  for  Control 

It  should  be  noted  that  the  scheduling  of  substances  deemed  appropriate  for 
international  control,  even  by  the  World  Health  Organization  Expert  Committee  on 
Drug  Dependence,  does  not  always  appear  to  have  followed  objective  scientific 
evaluation  or  criteria.  Take  the  case  of  phencyclidine.  In  August  1969  the  17th 
World  Health  Organization  Committee  on  Drug  Dependence,  which  met  in  Geneva, 
gave  attention  to  the  classification  of  drugs  by  level  of  control.  Although  not 
specifically  referring  in  this  section  to  the  proposed  Convention  on  Psychotropic 
Drugs,  it  listed  drugs  recommended  for  control  and  lists  of  "analogous"  drugs.  One 
of  the  Expert  Committee  consultants  in  cooperation  with  a member  of  the  World 
Health  Organization  Drug  Dependence  Unit  had  proposed  a tentative  list  scheduling 
phencyclidine  in  the  group  of  "substances  that  at  present  have  no  accepted  use  in 
medical  practice  but  carries  a high  degree  of  hazard  to  public  health."  The 
Committee,  however,  downgraded  it  to  group  C on  the  basis  of  having  some 
veterinary  use  and  because  its  effects  were  so  unpleasant  that  people  did  not 
normally  repeat  its  use.  No  scientific  evidence,  veterinary  or  otherwise,  was 
produced  so  the  decision  was  based  on  what  would  be  described  as  hearsay  evidence. 

When  the  conference  to  draw  up  the  Psychotropic  Convention  met  it  had  the 
World  Health  Organization  Committee  scheduling  before  it.  As  a result  of  a French 
delegation  compromise  proposal,  it  was  put,  where  it  is  now,  in  Schedule  II  although 
the  Australian  delegation  wanted  it  in  Schedule  I and  the  United  States  of  America 
wanted  it  in  Schedule  IV.  The  decision  hinged  on  its  veterinary  use,  the  Australian 
delegation  claiming  that  their  veterinarians  did  not  need  it,  the  United  States  of 
America  that  theirs  did.  No  veterinarian  expert  was  present  or  called. 

The  representative  of  Togo  at  the  Vienna  Conference  explained  that 
phencyclidine  originally  appearing  in  Schedule  IV,  had  at  first  been  placed  in 
Schedule  I by  the  Technical  Committee  at  the  request  of  Canada,  but  had  been 
moved  to  Schedule  II  when  the  United  States  representatives  had  drawn  attention  to 
its  veterinary  use. 

Rescheduling  is  an  ongoing  process  and,  for  instance,  methaqualone  has  been 
transferred  from  Schedule  IV  to  Schedule  II  in  1979. 

4.  Lack  of  Clarity  Arising  From  Terminology  Employed 

Both  in  the  drawing  up  of  the  international  treaties  and  in  the  reports  and 
usage  of  international  bodies  there  have  been  changes  and  inconsistency  in  the  use 
of  some  essential  terms.  The  following  are  some  examples. 

The  term  "abuse"  is  somewhat  wider  than  "addiction"  and  is  therefore  much 
more  difficult  to  define  precisely.  The  sixteenth  report  of  the  World  Health 
Organization  Expert  Committee  on  Drug  Dependence,  1968,  defined  drug  abuse  as 
"persistent  or  sporadic  excessive  drug  use  inconsistent  with  unrelated  to  acceptable 
medical  practice."  By  the  time  of  the  eighteenth  report  of  the  Expert  Committee 
on  Drug  Dependence  in  1970  the  term  "abuse"  had  been  dropped  presumably  because 
of  the  unsatisfactory  nature  of  its  definition  and  lack  of  clarity.  The  term,  drug 
abuse,  however,  continues  to  be  used  even  among  scientists  and  in  the  latest 
international  drug  treaties.  Its  connotation  often  reflects  personal  bias.  It  is  used 
in  the  way  originally  defined  by  the  Committee  but  also  by  some  who  regard  any 
illegal  drug  use  as  abuse  or  any  non-medical  use  as  abuse. 
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In  the  Convention  on  Psychotropic  Drugs  the  term  drug  addiction  has  been 
avoided.  However,  the  terms  drug  abuse  and  drug  abusers  are  used.  For  instance, 
Article  20  is  headed  "Measures  against  the  abuse  of  psychotropic  substances."  In  the 
official  commentary  we  find  the  statement  "All  the  administrative  and  control 
measures  and  penal  sanctions  for  which  the  Vienna  Convention  provides  are  intended 
to  prevent  the  abuse  of  psychotropic  substances  and  therefore  constitute 
prevention."  The  terms  "abuse"  and  "abusers"  are  not  defined.  Can  the  term 
"abuser"  include  everyone  found  in  possession  of  a drug  where  possession  is 
prohibited  under  the  international  treaties  and/or  national  drug  legislations? 

Then  there  are  the  terms  addiction  and  dependence.  There  have  been  various 
medical  theories  of  addiction  largely  based  on  the  withdrawal  symptoms  noted  when 
the  addict  is  abruptly  deprived  of  his  drug.  This  withdrawal  syndrome  has  been  the 
criterion  for  designation  of  a drug  as  on  engendering  physical  dependence.  The 
notion  that  the  drug  addict  and  the  alcoholic  were  weak-willed  and  capable  of 
overcoming  their  "vice"  if  they  so  desired  has  continued  until  recent  times  and  in 
fact  still  continues.  The  alcoholic,  however,  was  regarded  as  an  unfortunate,  a 
derelict,  a drunken  no-good,  but  his  drug  was  legal.  The  addict  to  other  drugs, 
largely  because  they  were  illegal  and  because  he  had  often  to  contact  criminal 
sources  to  obtain  his  supply,  began  to  be  regarded  as  an  offender,  a delinquent,  or  a 
criminal  himself. 

Drug  use  was  associated  with  violence,  vice  and  delinquency.  This  association 
with  crime  was  often  emphasized  by  those  who  administered  the  control  systems. 
While  it  would  not  be  correct  to  deny  that  those  who  furnished  the  illicit  substances 
were  often  involved  in  criminal  activities  it  was  an  unwarranted  assumption  to 
regard  the  majority  of  users  of  the  product  as  part  of  the  criminal  element  in  any 
given  community. 

The  term  "addiction"  has  come  under  criticism  from  scientists  and  the  World 
Health  Organization  through  its  Expert  Committee  has  recommended  the  term 
"dependence."  This  change  was  felt  to  be  necessary  because  of  the  problems  which 
had  been  encountered  over  the  years  in  differentiating  between  habituation  and 
addiction  both  of  which  had  been  defined  earlier.  The  definitions  had  not  resulted  in 
clarity  and  had  led  to  confusion  so  the  description  of  drug  dependence  was  adopted 
and  recommended  rather  as  a concept  for  clarification  than  a specific  definition. 

The  formulation  was  as  follows  "Drug  Dependence  is  a state,  psychic  and 
sometimes  also  physical,  resulting  from  the  interaction  between  a living  organism 
and  a drug,  characterised  by  behavioural  and  other  responses  that  always  include  a 
compulsion  to  take  the  drug  on  a continuous  or  periodic  basis  in  order  to  experience 
its  psychic  effects,  and  sometimes  to  avoid  the  discomfort  of  its  absence. 
Tolerance  may  or  may  not  be  present.  A person  may  be  dependent  on  more  than  one 
drug."  The  World  Health  Organization  Expert  Committee  in  its  1970  Report  defined 
drug  as  "any  substance  that,  when  taken  into  the  living  organism,  may  modify  one  or 
more  of  its  functions."  It  was  stated  that  this  definition  was  intentionally  broader 
than  that  used  in  connection  with  substances  intended  always  to  be  of  benefit  to  a 
patient.  "Drug  Dependence"  is  a general  term  and  its  characteristics  show 
significant  differences  from  one  generic  type  to  another  so  that  each  type  needs 
delineation  - dependence  of  alcohol  - barbiturates  type,  amphetamine  type, 
morphine  type,  etc. 
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The  concept  of  drug  dependence  has  proved  of  great  value  in  inter- 
disciplinary study  and  clinical  practice.  It  has  not,  however,  replaced  the  concept 
"drug  addiction"  certainly  not  in  the  genercilly  accepted  sense  of  the  word.  In 
universal  terms  any  such  classification  as  "drug  abuser",  "drug  addict"  and  "drug 
dependent"  are  unsatisfactory,  scientifically  and  legally.  An  orientation  towards 
the  concept  of  "drug  users  having  problems"  is  much  more  acceptable. 

5.  Role  of  the  World  Health  Organization 

In  the  Convention  on  Psychotropic  Substances,  the  weakening  of  the  World 
Health  Organization's  role  needs  to  be  discussed  from  a number  of  viewpoints. 
Certain  structural  and  administrative  changes  occurred  within  WHO  during  the 
period  1950-1971.  The  responsibility  of  organizing  the  Expert  Committee  on 
"AddicticMi  - Producing  Drugs"  in  the  1950s  was  in  the  framework  of  the 
"Addiction  Producing  Drugs"  Section  of  WHO.  From  1965  onwards  this  continued, 
under  the  direction  of  Professor  H.  Halbach,  now  chief  medical  officer  of 
Pharmacology  and  Toxicology. 

From  1968  onwards  matters  of  drug  dependence  were  jointly  within  the 
competence  of  the  Pharmacology  and  Toxicology  Division  and  the  Unit  of  "Drug 
Dependence"  which  was  first  within  the  Division  of  Non-Communicable  Diseases 
and  later  within  the  Division  of  Mental  Health. 

Up  to  196^  inclusive  the  World  Health  Organization  Expert  Committee  was 
known  as  "Expert  Committee  on  Addiction  Producing  Drugs",  from  1965  to  1968 
(14th  and  15th  reports)  as  "Expert  Committee  on  Dependence  Producing  Drugs"  and 
from  the  16th  report  as  "Expert  Committee  on  Drug  Dependence."  Since  the 
Plenipotentiary  Conference  on  Psychotropic  Drugs  in  1971  only  three  Expert 
Committees  have  been  convened,  in  1972  (19th  report),  1973  (20th  report)  and  in 
1977  (21st  report).  The  next  Expert  Committee  is  planned  for  September  1980. 

The  International  Council  on  Alcohol  and  Addictions  (ICAA)  was  concerned 
about  the  role  of  the  World  Health  Organization  under  the  proposed  Convention  on 
Psychotropic  Substances.  During  the  preparatory  sessions  in  Vienna  the  Executive 
Board  of  WHO  was  meeting  in  Geneva.  As  a Non-Governmental  Organization  in 
official  relations  with  WHO,  ICAA  had  the  right  to  make  a statement  to  the  Board 
and  prepared  one  regretting  the  weakening  of  WHO's  position  in  the  new  draft 
convention.  Under  strong  pressure  from  WHO  officials  the  ICAA  Director 
withdrew  this  statement  in  favour  of  another  which  simply  recorded  Non- 
Governmental  Organization's  wish  to  cooperate  with  WHO  on  drug  dependence 
matters.  It  was  clear  from  this  and  the  instructions  given  to  WHO  representatives 
at  the  preparatory  meeting  in  Vienna  that  WHO  did  not  wish  to  press  its  claims  to 
have  the  same  authority  as  in  the  Single  Convention.  Probably  it  wished  to  end  the 
tensions  which  had  existed  between  its  own  drug  dependence  officials  and  those  of 
the  United  Nations  Division  on  Narcotic  Drugs  and  was  thus  willing  to  accept  a 
weakened  role  in  the  new  convention. 

It  could  be  argued  that  WHO's  role  in  the  implementation  of  the  Psychotropic 
Convention  rather  reflects  the  future  role  which  the  organization  intended  to  play 
in  the  overall  fight  against  drug  abuse  and  especially  its  concern  for  matters 
directly  related  to  public  heeilth.  Moreover,  Dr.  Fattorusso  of  WHO  speaking  at  the 
Technical  Committee  of  the  Plenipotentiary  Conference  stated:  "the  World  Health 
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Assembly- had  decided  to  leave  it  to  the  Secretary-General  of  the  United  Nations  to 
determine  what  drugs  should  be  included  in  the  present  convention.  A committee 
of  three  experts  had  discussed  the  matter,  but  had  failed  to  reach  agreement. 
Unfortunately  no  summary  records  of  their  discussions  had  been  made,  but  the 
minority  opinion  had  been  given  in  footnotes." 

6.  Non-Govemmental  Org^zations 

Some  reference  should  be  made  to  the  role  of  non-governmental 
organizations  (NGOs).  With  one  outstanding  exception  (ICPO/INTERPOL) 
cooperation  from  NGOs  was  rather  reluctantly  accepted  by  the  United  Nations 
Commission  and  Division  on  Narcotic  Drugs.  During  the  first  20  years  of  the 
Commission’s  existence  only  two  or  three  NGOs  were  regularly  represented  in  the 
sessions.  However,  with  the  exception  of  ICPO/INTERPOL,  their  activities 
touched  only  marginally  the  subject  of  the  Commission's  work.  The  International 
Council  on  Alcohol  and  Addictions  (ICAA)  participated  for  the  first  time  in  1967 
and  close  cooperation  slowly  developed  between  the  Commission  and  this 
organization. 

The  ICAA  delegation  to  the  Preparatory  Conference  of  the  1971  Convention 
in  Vienna  had  obstacles  put  in  the  way  of  its  recognition.  It  was  almost  the  only 
NGO  attending  and  at  that  time  the  United  Nations  Division  on  Narcotic  Drugs  had 
not  really  given  much  place  to  the  cooperation  potentialities  of  NGOs  and  their 
rights  under  the  Charter  as  had  other  Commissions  of  the  Economic  and  Social 
Council  as  for  example  the  Commission  on  Human  Rights.  There  was  also  fear  of 
criticism  of  some  points  in  the  draft  protocol  which  had  been  raised  at  ICAA's 
International  Institute  during  the  previous  summer. 

The  ICAA  was  interested  in  submitting  statements  protecting  the  rights  of 
researchers  and  professional  workers  and  a statement  on  this  subject  was  presented 
by  Neil  Chayet.  In  the  years  to  follow  much  attention  was  given  to  the  importance 
of  ratification  of  the  Psychotropic  Convention  in  ICAA's  international  meetings. 

7.  Overprescription  of  Psychotropic  Drugs 

In  the  international  debates  concerning  the  need  for  a new  international 
convention  (UNCND  1962,  1965)  the  responsibility  of  physicians  overprescribing 
psychotropic  drugs  was  mentioned.  However,  no  serious  attention  on  an 
international  scale  has  been  given  to  this  particular  issue  and  even  on  national  level 
very  little  if  any.  One  should  point  out  that  the  Addiction  Research  Foundation 
took  the  initiative  in  197^  in  convening  a meeting  on  this  subject,  but  it  is  only 
recently  that  the  WHO  has  given  particular  attention  to  the  subject. 

8.  Implem^tation  of  the  Convention 

It  is  interesting  to  analyse  the  chronology  of  ratification  by  the  various 
states.  Table  1 indicates  year  of  ratification  and  population.  Ratification  of  the 
Convention,  however,  is  not  the  most  important  factor.  What  is  important  is  its 
implementation  in  individual  countries,  and  the  fact  that  many  countries  have 
supplied  information  about  psychotropic  substances  without  ratifying  the 
Convention.  From  a recent  document  of  the  International  Narcotics  Control  Board 
(INCB)  (E/INCB/49)  it  is  evident  that: 
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"The  1971  Convention  entered  into  force  on  16  August  1976.  Well  before  that 
date,  however,  the  United  Nations  Conference  for  the  adoption  of  a Protocol  on 
Psychotropic  Substances,  the  Economic  and  Social  Council  and  the  World  Health 
Assembly  had  adopted  resolutions  inviting  states  to  apply  provisionally,  to  the 
extent  they  were  able  to  do  so,  the  provisions  of  the  Convention  pending  its  entry 
into  force.  In  application  of  these  resolutions  and  in  accordance  with  article  16, 
paragraph  6,  the  Board  drew  up  a questionnaire  (Form  P)  in  1971  and  invited 
Governments  to  furnish  the  annual  statistical  information  called  for  under 
paragraph  4 of  article  16. 

Eighty-three  countries  and  regions  responded  favourably  to  the  Board's  first 
request  for  data  in  1971,  the  year  in  which  the  Convention  was  adopted.  This 
number  increased  steadily  in  subsequent  years,  reaching  112  in  1978. 

The  statistics  furnished  at  the  beginning  of  this  period  were  admittedly  very 
incomplete  but  the  provisional  application  of  the  Psychotropic  Convention,  pending 
its  entry  into  force,  did  have  certain  advantages:  it  allowed  countries  to 
implement  the  control  measures  progressively,  both  on  the  national  and  the 
internationeil  levels,  and  it  provided  statistical  data  covering  several  years  which 
can  now  be  examined  retrospectively." 

It  is  also  evident  from  the  above  INCB  report  that  nine  countries  who  have 
ratified  the  Convention  did  not  furnish  a statistical  report  for  1978.  Delay  in 
ratification  on  the  part  of  small  or  newly-independent  countries  is  probably  due  to 
their  limited  personnel  and  capacities  for  carrying  out  the  obligations  of  the 
Convention. 

The  feasibility  of  merging  the  Single  Convention  and  the  Psychotropic 
Convention  merits  urgent  attention  since  a streamlining  of  operational  and 
administrative  procedures  would  facilitate  implementation  on  both  national  and 
international  levels  of  all  countries. 


TABLE  1 

Rate  of  Acceptance 


YEAR 

COUNTRY 

POPULATION 

1972 

1) 

South  Africa 

26,130,000 

2) 

Paraguay 

2,890,000 

3) 

Panama 

1,830,000 

4) 

Chile 

10,860,000 

5) 

Bulgaria 

8,810,000 

6) 

Venezuela 

13,120,000 

7) 

Egypt 

39,640,000 

8) 

Finland 

4,740,000 

9) 

Sweden 

8,280,000 
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1973 

10) 

11) 

12) 

13) 

14) 

15) 

16) 
17) 

Brazil 

Mauritius 

Spain 

Ecuador 

Yugoslavia 

Nicaragua 

Benin 

Cyprus 

115,400,000 

900.000 

37.970.000 

7.810.000 

21.910.000 

2.400.000 

3.380.000 

620.000 

1974 

18) 

Philippines 

46,350,000 

19) 

Madagascar 

8,520,000 

20) 

Iceland 

220,000 

1975 

21) 

Barbados 

250,000 

22) 

France 

53,280,000 

23) 

Saudi  Arabia 

9,520,000 

24) 

Poland 

35,010,000 

25) 

Mexico 

66,940,000 

26) 

Denmark 

5,100,000 

27) 

India 

630,390,000 

28) 

Lesotho 

1,040,000 

29) 

Norway 

4,060,000 

30) 

Jordan 

2,870,000 

31) 

Dominican  Rep. 

5,120,000 

32) 

Thailand 

45,100,000 

33) 

DDR 

16,760,000 

1976 

34) 

Syria 

8,100,000 

35) 

Uruguay 

2,860,000 

36) 

Cuba 

9,600,000 

37) 

Togo 

2,400,000 

38) 

Iraq 

12,330,000 

39) 

Tonga 

90,000 

40) 

Holy  See 

723 

41) 

FRG 

61,310,000 

1977 

42) 

Greece 

9,280,000 

43) 

Costa  Rica 

2,110,000 

44) 

Guyana 

820,000 

45) 

Monaco 

30,000 

46) 

Pakistan 

76,770,000 

47) 

Senegal 

5,120,000 

48) 

Zaire 

27,750,000 

- 40  - 


1978 

49) 

50) 

51) 

52) 

53) 

54) 

Korea 

Argentina 

Algeria 

USSR 

Ukraine 

Byelorussia 

37.020.000 

26.390.000 

18.510.000 
258,930,000 

49.300.000 
9,400,000 

1979 

55) 

Trinidad  and  Tobago 

1,130,000 

56) 

Portugal 

9,800,000 

57) 

Libya 

2,430,000 

58) 

Kuwait 

1,200,000 

59) 

Hungary 

10,690,000 

60) 

Tunisia 

6,220,000 

61) 

Guatemala 

6,620,000 

1980 

62) 

Morocco 

18,910,000 

63) 

United  States  of  America 

219,484,000 
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QUESTIONS  AND  ISSUES  CONCERNING  THE  CONVENTION  ON 
PSYCHOTROPIC  SUBSTANCES 

Dr.  3ean  Paul  Smith* 


1.  Introduction 

This  paper  presents  a series  of  questions  and  issues  concerning  the 
Convention  on  Psychotropic  Substances  and,  by  extension,  all  formal  instruments 
entered  into  by  governments  in  the  international  drug  abuse  control  field.  The 
purpose  of  the  paper  is  to  raise  issues  for  discussion  to  facilitate  identification  of 
key  topics  for  the  study  of  the  Convention. 

2.  Planning  for  a Drug  Control  Treaty  or  International  Agreement 

What  planning  processes  did  the  United  Nations  and  participating 
governments  go  through?  Did  they  commission  papers?  Did  they  consider  and 
carry  out  any  empirical  studies?  Were  any  international  policy  studies  done  to 
clarify  the  major  alternatives  for  the  drafting  groups?  Was  it  possible  to  cast 
major  issues  and  options  into  a cost  benefit  framework?  Was  this  question  even 
considered? 

Assuming  that  improvements  could  now  be  made  in  the  treaties,  what  are  the 
steps  that  should  now  be  taken  by  the  international  community  to  provide  a better, 
more  rational  approach?  Is  there  a certain  length  of  time  needed  to  conduct 
studies  to  provide  sound  information  for  the  planning  process? 

If  a country  or  series  of  countries  were  interested  in  carrying  out  long-term 
planning  for  a new  framework,  what  steps  should  now  be  taken?  Is  the  monitoring 
of  the  current  operation  of  the  treaties  adequate  to  determine  the  need  for 
change?  Is  anyone  planning  to  carry  out  studies  necessary  to  avoid  past  mistakes? 
Is  there  some  way  that  a research  base  could  be  considered  now,  assuming  that 
whatever  is  done  in  the  future  will  require  some  research  results? 

3.  PrepEiration  of  and  Drafting  the  Treaty  or  Agreement 

The  paper  by  Murray  and  Smart  (see  pages  1-29)  lists  the  names  of  individuals 
involved  in  the  Vienna  Conference.  What  preparations  did  those  persons  have?  Did 
they  know  what  responsibility  they  might  have  at  the  drafting  session  in  Vienna? 

Were  there  any  distinguishing  features  between  national  and  international 
drug  problems  spelled  out?  Why  were  rudimentary  criteria  not  spelled  out  or 
conceptualized  to  make  distinctions  between  the  two  categories?  It  does  not 
appear  that  the  participants  at  the  Vienna  Conference  made  any  kind  of  statement 
about  the  kinds  of  problems  that  should  be  considered  by  the  countries  as  domestic 
in  nature  and  the  kind  of  problems  that  should  be  the  primary  aim  of  international 
treaties. 


* 


National  Institute  on  Drug  Abuse,  Rockville,  Md.,  United  States  of  America. 


-45- 


4.  Passage,  Ratification,  and  Coming  into  Force 

How  slowly  have  countries  ratified  the  Convention?  One  could  compare  the 
length  of  time  taken  for  the  Convention  to  come  into  force  with  other  previous  drug 
conventions  and  protocols;  second,  we  could  compare  this  drug  treaty  with  other 
non-drug  treaties;  third,  an  average  of  country  time  needed  to  ratify  could  be  the 
reference  point.  Perhaps  all  of  these  should  be  used.  They  would  result  in  a tempo 
analysis  with  three  different  approaches. 

Some  type  of  content  analysis  is  needed  on  major  objectives  or  problems  that 
countries  have  had  with  the  Convention.  This  should  be  independent  of  tempo  of 
ratification  and  perhaps  later,  related  to  it.  Some  countries  may  ratify  even  when 
faced  with  serious  problems;  others  may  refuse  to  ratify  when  minor  problems  are 
seen  in  the  Convention.  What  is  "serious"  or  "minor"  will  vary  enormously  from  one 
country  to  another.  Is  there  a way  of  analyzing  the  country  information  without 
overdoing  it?  What  method  is  acceptable  given  the  nature  of  the  data  involved? 

5.  Implementation  and  Impact  of  the  Treaty  or  Agreement 

There  seems  to  be  an  assumption  in  the  treaties  that  they  have  an  impact  on 
drug  abuse  by  individuals  within  countries.  Schematically,  it  could  be  diagramed  in 
this  way: 

1.  International  Treaties  and  Protocols 


2.  National  Laws,  Authorities  & Administration 


3A. 

Drug  Manufacturers  and  their 
Practices 

3B. 

Illicit  Drug  Manufacturing 

4A. 

Pharmaceutical  Distribution 

Practices 

4B. 

Illicit  Dealers 

5A. 

Individual  Behavior  re- 
garding Consumption 

5B. 

Street  Level  Abuse 

However, 

does  level  1 actually  affect  level  5? 

Is 

there  any  way  that  such  an 

influence  could  be  assessed,  if  indeed  there  is  such  an  impact?  What  methods  might 
be  congenial  to  detecting  this  kind  of  complex  influence  of  international  treaties  or 
agreements  on  individual  behavior? 

Is  there  a way  that  a country  could  assess  the  value  of  having  the  framework 
in  place  without  its  ratification  and,  further,  is  there  any  way  that  the  benefits  of 
ratification  can  be  compared  to  the  burdens?  What  would  a cost-benefit  analysis  of 
the  Convention  look  like  from  a country  point  of  view? 

6.  Monitoring  and  Evaluation  of  the  Treaty  or  Agreement 

Has  any  consideration  been  given  to  the  need  for  evaluation  of  the  multiple 
purposes  and  actual  functioning  of  treaties  as  a provision  of  the  treaties 
themselves?  In  any  sense,  do  the  treaties  require  evaluation  or  only  permit  it?  To 
what  extent  is  the  process  used  by  the  World  Health  Organization  (WHO)  to  select 
and  evaluate  specific  drugs  for  control  purposes  in  need  of  evaluation?  Is  there  now 
evidence  that  this  process  needs  to  be  spelled  out  in  more  detail  than  is  currently  in 
the  Convention? 
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How  will  we  know  if  the  treaties  are  working  reasonably  well  or  not?  Is  there 
any  "independent"  means  available  to  evaluate  the  contributions  of  the  treaties 
apart  from  the  opinions  of  the  people  who  work  most  closely  with  them?  Can  they 
be  expected  to  have  an  unbiased  opinion  about  the  treaties?  How  could  we 
establish  a comparison  point  of  reference  in  evaluation?  For  example,  one  reply  to 
the  question,  "how  well  do  the  treaties  work?"  would  be  the  answer,  "compared  to 
what?" 


How  useful  would  international  policy  studies  be  in  analyzing  the 
international  treaty  system?  Are  there  ways  that  empirical  studies  of  national  and 
international  policies  could  be  carried  out  that  would  clarify  the  various  policies 
for  parties?  Would  descriptions  of  major  policy  issues  lead  to  more  clear 
statements  of  the  objectives  and  goals  of  the  treaties  as  well  as  the  requirements 
and  obligations  of  ratifying  it.  Would  it  be  possible  to  use  descriptions  of  policies 
to  arrive  at  evaluations  of  policies  in  such  a manner  as  to  be  of  common  benefit  to 
many  countries? 

7.  Other  Issues 

None  of  the  provisions  of  the  Psychotropic  Convention  require  demand 
reduction  activities  by  parties.  All  of  the  statements  about  treatment  and 
rehabilitation  are  qualified  by  comments  like  "provide  to  the  extent  possible 
programs  for...."  Why  was  this  done?  Does  this  place  international  demand 
reduction  in  a weak  position  so  that  its  potential  value  is  likely  to  be 
underestimated? 

Why  have  none  of  the  treaties  included  a formal  category  to  alert  countries  to 
specific  problem  drugs  as  an  alternative  to  scheduling  or  no  scheduling?  What  are 
the  prospects  for  this  kind  of  change  in  the  treaty  system  which  would  meet  the 
objectives  of  many  countries  which  have  not  ratified  yet?  Could  such  a "new 
scheduling"  provide  the  consistency  for  alcohol  and  tobacco  that  some  critics  have 
said  is  now  lacking  in  the  international  treaty  system?  Say  a new  Schedule  which 
would  carry  limited  obligations  for  countries:  (i)  to  report  on  harmful  effects  on 
dependence  producing  drugs;  (ii)  To  share  existing  information  on  supply  and  demand 
(without  prejudice  concerning  whether  it  was  licit  or  illicit  in  nature);  (iii)  to  share 
information  on  approaches  to  prevention  and  major  social  controls  found  useful  in 
reporting  countries.  Would  an  "intermediate  status"  help  solve  regional  drug  abuse 
problems  without  involving  unnecessary  or  questionable  international  control? 
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REVIEW  PAPER  FOR  CANADA  CONCERNING 
THE  CONVENTION  ON  PSYCHOTROPIC  SUBSTANCES,  1971 

Dr.  Donald  M.  Smith  * 


1.  Information  on  the  Main  Psychotropic  Drugs  Used  and  Abused  in  Canada 

(i)  Figures  as  to  the  amounts  of  scheduled  psychotropic  substances  used  legally 
over  the  past  5 years  have  been  obtained,  courtesy  of  the  Bureau  of  Dangerous 
Drugs,  Health  Protection  Branch,  Health  and  Welfare,  Canada,  and  are  reproduced 
in  Table  1 to  this  paper.  However  these  are  used  only  to  indicate  the  magnitude  of 
the  problem  for  each  drug  to  the  extent  to  which  the  abuse  is  dependent  on  the  legal 
supply  in  Canada,  and  figures  have  been  rounded  to  the  nearest  kilogram,  unless  less 
than  one  kilogram  is  involved.  The  substances  covered  in  the  Schedules  of  the 
Convention  on  Psychotropic  Substances  are  listed  in  Table  2 along  with  an  indication 
of  the  degree  of  control  exercised  in  Canada  in  accordance  with  the  appropriate 
Acts  and  Schedules  in  federal  legislation  (1,2).  (Table  2,  discussed  later  (para  2 (i)). 
The  following  text  summarizes  schedule  by  schedule  and  by  substance,  where  known, 
both  the  extent  of  legal  use  as  obtained  from  Table  1,  estimates  of  illegal  abuse,  and 
details  of  the  factors  affecting  abuse,  insofar  as  they  are  available  or  can  be 
deduced. 

(ii)  In  recent  years  there  has  been  very  little  use  in  Canada  of  the  prohibited 
substances  in  Schedule  I of  the  Convention  on  Psychotropic  Substances  (3)  for 
medical  or  scientific  purposes,  except  in  the  case  of  the  tetrahydrocannabinois 
which  were  produced  and  isolated  from  cannabis  grown  a few  years  ago  under 
strictly  controlled  conditions  by  the  Canadian  Department  of  National  Health  and 
Welfare  for  research  investigations  of  a medical  and  scientific  nature.  At  that 
time,  a supply  adequate  for  several  years  of  controlled  research  experimentation 
was  obtained.  The  substances  in  Schedule  I appear  on  the  illicit  market  but  not  by 
diversion  of  prescribed  material,  which  is  the  only  way  they  are  controlled  by  this 
Convention.  They  are  all  chemical  curiosities,  some  of  which  are  obtained  from  or 
occur  in  natural  materials  (e.g.  psilocybin  in  the  Psylocybe  mushroom,  mescaline  in 
the  peyoti  cactus)  or  by  the  diversion  of  chemical  intermediates  and  their  use  in  the 
production  of  these  prohibited  drugs  in  illicit  laboratories  (e.g.  lysergic  acid  for 
LSD;  substituted  benzaidehydes  for  amphetamines,  including  STP;  peperidine,  etc. 
for  PCP).  In  the  Canadian  Food  and  Drugs  Act  and  Regulations  (2)  in  Schedule  H 
there  is  a long  list  of  analogs  of  the  amphetamines  which,  from  time  to  time,  have 
been  used  by  drug  abusers  in  Canada,  in  contrast  to  the  single  entry  for  STP  in 
Schedule  I of  the  Convention.  This  has  arisen  because  there  have  been  active  illicit 
laboratories  manufacturing  all  possible  variants  in  order  to  evade  the  legal 
strictures  which  are  laid  down  compound-by-compound  in  the  Canadian  legislation. 
Here  is  a case  where,  as  the  Canadian  delegate  to  the  United  Nations  Commission 
has  remarked  on  a number  of  occasions,  something  better  than  a listing,  substance- 
by-substance,  is  needed  (6,  para  128).  Coverage  under  a generic  term  would  be  more 
suitable  (e.g.  amphetamines  and  their  salts  and  derivatives)  as  has  been  done  in  some 
jurisdictions  and  in  some  legislation  (4).  In  addition,  control  of  intermediates  should 
be  considered  (see  Resolution  5 on  "Measures  to  Control  the  Chemical  Precursors  of 
Drugs  of  Abuse"  in  the  Report  of  the  28th  Session  of  the  United  Nations  Commission 
on  Narcotic  Drugs)  (5,  p.75)  particularly  for  these  chemical  curiosities  which  have 
no  legitimate  use. 
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(iii)  Concerning  the  amphetamines  listed  in  Schedule  II,  substances  1,  2 and  3,  here 
Table  3 indicates  the  phenomenal  decrease  in  the  prescribing  of  these  substances 
due  to  the  restrictions  imposed  at  the  end  of  1972,  limiting  the  medical  use  of  these 
stimulants  to  certain  relatively  rare  specified  disease  states  (2,  Div.  4,  Section 
G. 04. 001)  and  eliminating  their  use  as  anorectic  for  weight  reduction.  In  years 
where  there  has  been  a large  importation  of  amphetamine,  most  of  the  drug  was 
utilized  in  the  manufacture  of  another  chemical  - An-1.  There  was  use  for  this 
subsequent  manufacture  150  kg  in  1978  and  164  kg  in  1976.  The  other  substances  in 
Schedule  II  have  very  limited  legitimate  use  in  Canada,  as  can  be  seen  from  the 
statistics,  with  the  exception  of  methaqualone.  As  to  the  abuse  of  the  substances  in 
Schedule  II,  numbers  1 to  3 (the  stimulants)  and  phenmetrazine  the  anorexiant  have 
abuse  potential  as  ’’uppers"  (stimulants).  Due  to  the  limitations  on  prescription 
mentioned  above,  in  recent  years  the  abusive  use  of  amphetamines  by  diversion  of 
legal  supplies  has  diminished  because  of  the  drastic  reduction  in  supplies  of 
amphetamines  carried  in  the  stocks  of  pharmacies  and  thus  subject  to  theft  from  the 
pharmacy.  Likewise,  phenmetrazine  is  no  longer  used  in  Canada  (see  Table  1)  and 
thus  presents  no  problem.  However,  there  are  other  substances  used  as  anorectics 
which  are  not  on  the  international  schedules  (e.g.  phentermine,  which  has  recently 
been  much  used  by  abusers  in  Canada).  This  constitutes  another  group  of 
substances,  controlled  in  Canada  which  yet  are  uncontrolled  internationally.  Such 
substances  are  obtained  both  with  false  prescription  or  by  overprescribing  and  in 
thefts  from  pharmacies.  As  with  the  exotically  substituted  amphetamines,  when 
Canada  accedes  to  the  Convention  on  Psychotropic  Substances,  these  drugs,  known 
to  be  abused  in  Canada,  should  be  notified  for  scheduling  internationally.  As  to 
methylphenidate,  abuse  of  this  substance  has  not  been  a major  great  problem,  not 
being  available  in  Canada  legally  until  recently,  but  it  should  be  noted  that  some 
abuse  has  occurred  by  means  of  over-prescribing,  forged  prescriptions  and  theft. 
However,  phencyclidine  has  been  a very  severe  problem,  not  due  to  diversion  from 
legal  sources  but  due  to  its  synthesis  from  intermediate  chemicals  in  illicit 
laboratories.  In  the  case  of  methaqualone  either  as  such  or  in  combination  (recently 
introduced  (5,  p.83)  to  this  Schedule  from  Schedule  IV),  the  abusive  use  has  been  by 
diversion  of  legal  supplies  at  all  levels  in  the  distribution  chain.  Mecloqualone  has 
not  been  a factor  since  it  is  not  available  to  Canadian  medical  practice,  not  being 
approved  for  sale  in  Canada.  Frankly,  many  of  these  substances  have  been 
overproduced  and  as  a consequence,  the  companies  involved  have  unethically  flooded 
Third  World  markets  with  these  drugs,  particularly  where  countries  are  not  able  to 
put  into  effect  the  enforcement  apparatus  required  by  this  Convention,  or  have  not 
yet  adopted  this  Convention  (6,  para. 77).  These  countries  in  turn  are  sources  for 
these  drugs  and  they  are  exported  illegally  to  countries  which  have  strict 
enforcement  standards  for  these  drugs. 

(iv)  The  substances  in  Schedule  III  whose  level  of  use  in  Canada  is  significant,  as 
indicated  in  Table  1,  are  mainly  hypnotic  sedatives  and  there  the  use  levels  may 
have  declined  over  the  years.  Most  of  these  drugs  are  barbiturates  (as  are  some 
substances  in  Schedule  IV)  and  it  is  interesting  to  observe  the  apparent  trend  in  total 
barbiturate  importation  into  Canada,  (and  thus,  indirectly,  use)  as  given  in  Table  4. 
There  has  been  no  campaign  in  Canada,  as  in  the  United  Kingdom,  to  persuade 
doctors  to  prescribe  less  of  these  substances,  although  they  should  be  well  aware  of 
the  limitations  of  these  substances  as  reported  in  current  discussions  in  the  medical 
literature,  as  well  as  being  indirectly  aware  of  the  British  campaign.  Maybe  there 
has  been  an  indirect  effect  in  Canada. 

(v)  The  importations  of  the  specific  drugs  listed  in  Schedule  IV  are  shown  in  Table 
1.  In  the  case  of  amfepramone,  an  anorexient  abused  as  a stimulant,  this  is  also 
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known  as  diethylpropion.  As  well  as  having  been  diverted  from  legal  channels  in 
Canada,  it  has  also  been  made  in  illicit  laboratories.  The  remaining  substances, 
when  abused,  have  been  obtained  upon  overprescription  by  physicians  as  sedative 
hypnotics  or  anti-anxiety  agents.  The  last  two  substances  in  Schedule  IV,  No.  10 
pipradrol  and  No.  1 1 (SPA)  (also  known  as  lefetamine)  are  not  registered  for  use  in 
Canada  and  therefore  not  available  to  any  extent  except,  possibly,  by  illegal 
importation  or  synthesis. 

2.  Reasons  Why  the  Convention  on  Psychotropic  Substances  Has  Not  Been 

Adopted  by  Canada  as  Yet 

(i)  Adequacy  of  Present  Control 

When  a comparison  is  made  clause  by  clause  between  the  requirements  in  the 
Convention  on  Psychotropic  Substances  (for  Schedule  I substances)  and  the 
Restricted  Drugs  Part  (Part  3)  of  the  Regulations  to  the  Food  and  Drugs  Act  (for 
Schedule  H substances)  (2)  and  the  comparison  is  made  between  Schedules  II,  III  and 
IV  requirements  of  the  Convention  (Part  G)  of  the  same  Regulations  (for  Schedule 
G substances)  it  can  be  seen  that  corresponding  measures  of  control  are  already  in 
practice  internally  in  Canada  matching  those  required  by  the  Convention.  Those 
provisions  in  the  Convention  relating  to  internationally  exchanged  authorizations 
and  international  reporting  have  no  corresponding  clauses  in  Canadian  legislation 
and  in  any  case  would  be  handled  by  incorporation  into  administrative  procedures. 
Canada  has  reported  internationally  much  of  the  information  requested  on  a 
voluntary  basis  over  the  past  few  years.  The  legal  difficulties  raised  by  the 
requirements  of  Article  22  are  similar  to  those  raised  by  equivalent  sections  in  the 
Single  Convention  on  Narcotic  Drugs,  and  would  be  expected  to  be  handled 
equivalently,  in  conformity  with  Canadian  judicial  practice.  For  only  a few 
substances  would  a change  in  Canadian  scheduling  have  to  be  made  in  order  that 
Canadian  legislation  would  conform  to  the  Convention  by  applying  slightly  more 
strict  methods  of  control.  This  is  usually  only  for  substances  of  minor  consequence 
in  Canada,  that  is,  drugs  which  are  infrequently  prescribed  or  not  even  permitted 
as  medicinal  drugs  in  Canada.  Such  changes  as  would  be  needed  in  the  Canadian 
scheduling  are  indicated  in  the  final  column  of  Table  2 for  these  substances. 

(ii)  Major  Producing  Countries  Have  Not  Yet  Ratified  the  Convention 

Since  Canada  is  solely  an  importing  country  for  these  substances,  the 
countries  supplying  Canada  with  these  drugs  would  need  to  have  ratified  this 
Convention  before  there  could  be  useful  exchange  of  import  and  export 
certificates.  As  can  be  seen  from  Table  1,  often  the  major  source  countries 
supplying  Canada  with  these  products  have  not  ratified  this  Convention.  Recently, 
however,  the  U.S.,  one  of  the  major  suppliers  for  Canada,  has  ratified  this 
Convention  and  thus  this  particular  reason  may  be  under  reexamination. 

(Hi)  Financial  and  Budgetary  Constraints 

Canada,  as  many  other  countries,  has  been  undergoing  financial  and 
budgetary  restraint  programs.  This  means  that  the  introduction  of  any  new 
program  requiring  "new  money"  must  be  given  very  high  priority.  Since  there  is 
adequate  control  of  these  drugs  already  under  Canadian  law  in  Canada,  it  is 
difficult  to  justify  the  additional  staff  necessary  to  ensure  meeting  the  precise 
requirements  of  the  Convention  on  Psychotropic  Substances,  in  particular  with 
regards  to  the  additional  paper  work  burden  of  import  and  export  certificates.  The 
only  assumption  that  can  be  reached  is  that  adoption  of  this  Convention  has  not 
been  given  high  priority. 
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(iv)  Doubts  as  to  the  Effectiveness  of  the  Approach  of  the  Convention 

Doubts  have  been  raised  in  the  United  Nations  Commission  on  Narcotic  Drugs 
itself  as  to  whether  this  strict  regulatory  approach  is  really  the  correct  approach  in 
a free  society  where  physicians  are  able  to  prescribe  whatever  drug  has  met  the 
requirements  of  a new  drug  submission  under  the  Canadian  Food  and  Drugs  Act  and 
may  be  sold  in  Canada — this,  of  course,  bearing  in  mind  the  limitations  laid  down 
for  that  drug,  as  interpreted  by  the  prescribing  practitioner  using  professional 
discretion.  Alerting  practitioners  to  their  professional  duty  in  this  respect  is 
another  approach  which  could  also  be  tried  to  change  prescribing  practices,  for 
example,  the  campaign  of  the  British  Medical  Association  to  reduce  barbiturate 
use.  As  well,  there  has  been  the  effective  use  of  restrictive  regulations  on 
prescribing,  which  has  reduced  the  amphetamine  usage  in  Canada  (see  para  (iii) 
under  1 above).  Furthermore,  this  Convention  does  nothing  about  the  substances 
synthesized  in  illicit  laboratories.  It  should  be  noted  that  one  element  which  was 
not  a factor  in  the  non-accession  of  Canada  to  the  Convention  was  resistance  on 
the  part  of  physicians  or  pharmacists  through  their  professional  associations  to 
further  control  on  these  drugs.  The  professional  associations  were  perfectly  willing 
to  have  these  substances  put  under  the  degree  of  control  required  by  the 
Convention  on  Psychotropic  Substances,  and  were  willing  to  undertake  the  extra 
paper  work  involved. 

3.  Description  of  the  Drugs  Appearing  on  the  Schedules  of  the  Convention 

on  Narcotic  Drugs  Which  are  Under  Effective  Control  and  Those  Which 

are  Not,  and  the  Reasons  for  the  Decisions 

Table  2 indicates  exactly  the  situation  in  Canada  in  the  final  columns  with 
regard  to  the  drugs  on  these  Schedules.  In  most  cases  the  control  is  more  rigorous 
than  that  required  by  the  Convention  when  it  comes  to  internal  circulation  of  these 
drugs.  However  when  it  comes  to  requiring  the  exchange  of  certificates  for  import 
and  export,  Canadian  control  is  not  exercised  in  this  fashion.  To  conform  with  the 
Convention,  only  mescaline  in  Schedule  I would  need  to  be  upgraded  to  the 
category  of  Schedule  H in  the  Canadian  Food  and  Drug  Regulations  (2).  Already 
DMPH,  parahexyl  and  the  other  tetrahydrocannabinols,  isomers  and  derivatives  are 
covered  in  the  Narcotics  Control  Act  (1)  which  has  the  same  strictures  as  the 
Single  Convention  on  Narcotic  Drugs. 

For  the  substances  in  Schedule  II  these  are  all  under  adequate  control  and 
indeed  phencyclidine  is  under  the  more  stringent  control  of  the  Narcotics  Control 
Act  (1).  In  the  case  of  the  substances  in  Schedule  III,  the  only  one  which  has  to  be 
upgraded  is  glutethimide,  in  minor  use  in  Canada,  which  would  have  to  be  upgraded 
to  Schedule  G of  the  Canadian  Food  and  Drugs  Act  (2).  Likewise  in  Schedule  IV, 
ethchlorvynol,  ethinamate,  meprobamate  and  methyprylon  would  have  to  be 
upgraded  to  the  status  of  controlled  substances  (Schedule  G of  the  Canadian  Food 
and  Drugs  Act  (2)  rather  than  Schedule  F which  only  requires  prescriptions).  In  the 
case  of  pipradrol  and  lefetamine  (SPA),  these  are  not  drugs  approved  by  the 
Canadian  drugs  authorities  for  use  in  medical  practice  in  Canada  and  have  not  been 
found  in  illicit  use.  Therefore  they  are  not  presently  scheduled,  but  could  very  well 
be  scheduled  to  achieve  pro  forma  conformity  with  the  Convention.  As  mentioned 
before  (1  para(iii)),  a number  of  substances  which  have  been  encountered  in  Canada 
in  the  illicit  traffic  should  also  be  scheduled  in  the  Convention  in  order  to  prevent 
these  substances,  usually  substitution  analogs  of  amphetamines  and  phencyclidine, 
from  appearing  in  the  international  trade.  These  substances  have  been  produced 
(mostly  in  Canada  and  the  United  States  of  America)  in  illicit  laboratories  only  for 
illegal  purposes.  However,  the  terms  of  the  Convention  and  of  the  corresponding 
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laws  in  countries  accepting  the  Convention  can  provide  no  protection  against  these 
dangerous  psychotropic  substances  especially  synthesized  to  circumvent  the  letter 
of  the  law.  Here,  as  mentioned  at  the  end  of  paragraph  (ii)  in  1 above,  is  where 
something  better  than  a substance-by-substance  listing  is  needed.  This  has  been 
done  in  some  jurisdictions,  for  example,  Hong  Kong  (4). 

th.  Expectations  of  Signing  the  Treaty  in  the  Future 

For  Canada  this  depends  very  much  upon  the  difficulties  which  may  occur 
when  the  major  producing  countries  have  all  ratified,  since  Canada  is  solely  an 
importing  country.  The  conditions  of  financial  constraint  on  the  Government  at 
that  time,  and,  most  particularly,  the  priority  given  to  this  matter  by  the 
appropriate  authorities  are  key  factors.  It  is  unlikely  that  there  is  any  particular 
solution  for  these  problems  unless  effective  pressure  is  exerted,  nationally  and 
internationally,  to  have  various  countries  sign  this  Convention  for  good  reason.  For 
the  case  of  particular  problem  substances,  the  priorities  nationally  will  depend  on 
whether  there  will  be  more  effective  protection  of  a larger  segment  of  the 
population,  particularly  those  abusing,  say,  sedatives  or  tranquilizers,  by  the  more 
elaborate  control  system  required  by  the  Convention  on  Psychotropic  Substances  or 
by  spending  the  same  or  similar  amounts  of  money  on  reeducating  physicians  to  the 
hazards  of  overprescribing  these  substances. 


- 52  - 


REFERENCES 

1.  Canadian  Narcotic  Control  Act  and  Regulations,  Office  Consolidation,  Cat. 
No.  YX75-N-l-1978-^44;  ISBN  0-660-50042-6  Printing  and  Publishing, 
Supply  and  Services  Canada,  Hull,  Quebec,  Canada  KIA  0S9,  1978,  p.49. 

2.  Canadian  Food  and  Drugs  Act  and  Regulations,  Parts  G and  3,  Office 
Consolidation,  Cat.  No.  YX75-F-27-1977,  Printing  and  Publishing,  Supply  and 
Services  Canada,  Hull,  Quebec,  Canada  KIA  0S9,  1978,  p.67. 

3.  Convention  on  Psychotropic  Substances  1971  United  Nations,  New  York, 
1977,  p.33. 

4.  Hong  Kong  Pharmacy  and  Poisons  Ordinance  (Chapter  138)  Poisons  list 
Regulations  1975.  Section  2(c)  (which  defines  "derivative"). 

5.  United  Nations  Commission  on  Narcotic  Drugs,  Report  on  the  28th  Session, 
E/1979/35;  E/CN.7/638,  United  Nations,  New  York,  1979,  p.75. 

6.  United  Nations  Commission  on  Narcotic  Drugs,  Report  on  the  6th  Special 
Session  E/1980/14;  E/CN. 7/654,  United  Nations,  New  York,  1980. 


o 

p 


Q 


h 


ryt 

♦ 

O 


■'V 


■■M  -ki 


0144?  ,''-'.**^'.,i  I 
;vn*;  v“M'" 


: .‘V  ' 


M'-:i 


4>,,A  '?^4 


-53- 


■--'I 


.N^. 


■.  , «^*v,  ••  • ,■•  ■ .. 

-i,: 

“ jn 


ANNEX 


, H- 

,UWO|>i^ 4 
1^*^' 


e.: 


•1*^ 


>5 

* 

V O.  ;■?;:■ 


Oi 


oo 


* 


• ' - 

••  i?d 


K*^ 


I.'-?'' 


- 


./f.V4 

o 


f'- 


D 


■5;' 

tii' 

•*.^. 

kU, 

1^ 

t-tf. 

tt! 


r\ 


W' 


14* 
' 41 

>*  ‘r 


•[•’’■'  iili.-V  ' 


-^4 


‘V''. 

a 


>it- 

*,-v 


'ff,  5§£^ 

III® 

■.  J .“  \h*W 

O . ■■-'!^ 


.0', 


ll's: 


<f 


•jiMf 

V'W 


■\  ■’  . '•  '>**<10 


'■  •'• 


h 


I 

t 

■ & 
.rtvi 


■ V 

D"  ..  ..y.  ’^>. 

••^  "V  . 

v«t#  Vj.^- 


u 


a '■  ’ 

; 


_Sv; 


it'.' 

■•p 


. '.*> 

. r/ 

/ \ts 

>'  . 

.-■R 

P;,  : .' 

,> 

.’>•  ■ 

* 

"p 

- ■^■'■' ' rs. 

, -.ii** 

9 

■^V 

' . ' .' ' r>--  • 

1^- 

. ■ / %>■ 

!’V’  'kZ  ' 

ifw!. 

■T  V';'''?p 

cvi  ! 

;f, 

<, 

f‘ 

"■  '■.i 
';  a?.  ■■  ■ 

■ ■-V'  - ■ 

.-?V  ■ 

T'k' 

PV 

',1 

■ "‘J'  -W;''  ' 

'9' 

f;,' 

4' 

‘*4» 

'!  ‘f<  '•f*'- 

fpp'k  : -■ 

p''< 


IP  <<»<s  ‘•-' 


't. 

>^5 


«■  .-5.  ■ 

jifc:' 


•'5«. 


iwKP' 


:,  'r\ 


w 


,0  S i ■ 


:.«C. 


w *Pi,  *',' 
u>  Pi  ■‘'■ 


.i.«4 , 

c; 


i-v 


k ■■ 


x i .&  fe  - 

U>  kP  % 

•V,--'  ♦J*  , > 

iC  !u  ^ 


Id, 


■p 


top'.. ^ 


tfsi 


v^' 


•A 

I 


ON 

<ci 

Q (/) 

s u 
Z c 

< td 

U w 

O 3 

^ (/) 

Z u 

^ 'S 

>•  o 

^ ‘-' 

» +-* 

-J  o 

< -C 

5 ^ 

UJ  M 


(rt 

o 


c 

3 

o 

U 

0) 

u 

3 

o 

IT) 

C 

cd 

S 


J CL 

Q C 

S o o 

H c C 

5 .2  .2 

^ 4-»  -M 

y c fo 

CL  a;  L> 

S > =5 

s 

^ CJ  «J 


ON 

c^ 


ON 

(/) 


CL 


tq 

C*3 

►H 

::d 

Q 

fa3 

a: 

o 

CO 


ON 


I/) 

<L) 

U 

C 

(d 

■H* 

(/) 

ja 

3 

to 


CL 

O 

i_ 

+-• 

o 

J= 

u 

(/5 

CL 

c 

o 

c 

o 

• 

+-> 

c 

<u 

> 

c 

o 

u 


ONI 

ON 


VO  NO 
(3N 

O NO 


lOi 


NO 


VO 

CM 

00 

(N 


(N 

»A 


VO 

00 


VO 


001 

ON 


1^ 

<JN 


NO 

ON 


•A 

ON 


cd 

+-• 

<u 


cd 


I 

C 

o 

j-  (U 

■h  cd 

a^  5 c 

”<3 
• 

A cd"  0) 

*r  0 j-i 
o ^ (u  is 

Z .E  £ ^ 
cd  ^ ° 

.2  z 2 ^ 

■M  ^ CL  -M 
Cd  ^ - <l> 
C (U;5 

^ §cii  2 

►2  Z O oJ 


c 

0)  >J 


CO 

O 


ir\ 


CO 

CO 


NO 


VO  o 
o 

»o  — « 

CO 


<N 

•v 

<o 


VO 


o 


lo 


VO 


(N 

to 

00 

CO 


CNJ 

9v 

»o 


VO 


NO 


00 

(TN 

(O 


o 


* 

* 

* 

NO 


to 

o 


VO 


to 


VO 


00 

00 

to 


00 

o 


UJ 

z 


< 

H 

UJ 

X 

CL 

S 

< 


UJ 

Z 


< 

H 

UJ 

X 

CL 

s 

< 

X 

LJ 

Q 


CM 


UJ 

Z 


UJ 

H 


N«-l 

< 

UJ 

z 

< 

Q 

UJ 

Z 

X 

z 

N-H 

H 

UJ 

o 

X 

Z 

UJ 

Q 

N 

< 

X 

< 

X 

X 

Di 

CL 

X 

CL 

u 

H 

2 

a 

X 

>* 

X 

< 

< 

>- 

u 

IS 

X 

X 

X 

z 

Z 

{- 

(- 

H 

X 

X 

UJ 

UJ 

UJ 

X 

X 

S 

S 

S 

CL 

CL 

• 

ro 

• 

• 

lOV 

• 

VO 

• 

h'. 

UJ 

Z 

o 

hJ 

< 

X 

a 

o 

X 

u 

UJ 


00 

♦ 


o 

c 

cT 

(U 

> 

W) 

c 

o 


u 

(O 

0) 


(O 

<U 


(/) 

(U 

1-1 

3 

00 


o 

c 


cd 

■D 

cd 

c 

cd 

U 

o 


3 

cr 

<u 


c 
o 

cd 

TJ 

5 s 

U 


00 

3 

t-i 

■o 

CO 

x: 


j:?  o 


cd 

00 

cu 

X) 

cu 

+-* 

u 

o 

CL 

6 


o 

c 

cu 

>-> 

o 

4-1 

cu 

1- 

<u 

x: 

+-• 

cd 

XJ 

cd 

c 

cd 

U 

c 

<u 

to 

3 

!-. 

O 

4H 

X 

0 

> 

o 

V- 

CL 

CL 

Cd 

+-• 

o 

c 

oo 

3 


00 

c 

3 

X 

0 

x: 

u 

to 

■*-> 

C 

0 

to 

0 

l-i 

CL 

0 

U 

c 

to 

J0 

3 

jd 

Cd 

> 

cd 

■M 

O 

c 

c 

o 

+-• 

cd 

■M 

)-i 

o 

CL 

E 

oo 

3 

X 

c 

o 


"O  ••s 

0 X 
■M  C 
cd  cd 

.2  3 


X 

c 

• •H 

CO 

cd 


0 

N 

+-* 

• 

1/5 


Cd 

D 


<u 


o 

> i- 

c cd 
=3  00 
c 
3 


ii 


0 ^ 

c Cd 
cd  c 

£ 2 
o O 
u 

MH 

W)  o 

•I  ^ 

2-q 

>>  0) 
IdOi 


cd 


X 
0 

£ 0 
Z X 
0 0 

c 

7 3 

0 ^ 

c 

■M  £ 

■S  £ 


U , 
Cd 
4-1 

3 

C 

cd 

£ 


to  fl 
0 C 
1-  •- 

oo  5 


cd  Ti 


cd 

+-> 

to 


cd 

0 t 

< 

O Cl 

+J 

+j  ^ 

O t/t  n 

c 1 

w-  to  '' 
0 .1 
u)  r"  I 

0 t:  J 
3 c - 

■M  0> 

c is  ' 

:3  cd  ^ 

o CL 

O c 

• t-M 

0 - 
u 

b 

o 

to 

V- 

S' 

s 


to 

+J 

CL 

3 I! 

u . 

to 
N- 
0 
CL  i 
3 • 
(/)  • 


lA 


U 


»A 

A 


tU 

H 


9 

C*3 

Q 

£*3 

a: 

u 

CO 


CTN 


(/) 

(U 

u 

c 

(0 

+J 

3 

(O 


a 

o 


o 

JZ 

u 

«/) 

CL 

c 

o 

c 

o 

’■*-> 

c 

CD 

> 

c 

o 

U 


•A 


ON 

ON 


00 

<N 

ct- 


A 


00 

ON 


A 


NO 

On 


A 


A 

ON 


A 


O 

A 

A4 


>> 

Jd 

oJ 


<u 

x: 


CO 


I 

C 

O ^ 

C t/) 

CD 

E 

fO 

0 f 

CX  in  •>: 

1 ns  <U  .2 
o U «o  N- 
O <u  +-• 
Z C ^ ^ 

J— I A 

"cO 

S Z 

■Bs  as 
s^.sB 

1-1  f-  Q. 

fd  Di  2 
►E  Z O D- 


c 

CD 


J 

< 

H 

CD 

Di 

< 

CD 

o 

s 

< 


J 

< 

H 

CD 

D:^ 

< 

CD 

o 

J 

U 

>- 

U 


(N 


NO 

NO 


O 

J*- 

o 


A 


IN.  O 
^ O 
-H  OO 
— I AJ 


NO 


A ^ 

#N 

A 

w ^ 

r>'. 

ON 

A O 

1 ON  O 

A 

On  00 

A 

O -H 

(N 

(N  (N 

NO 

•N 

A 


NO 

A 


ON 


A 


UJ 

Q 


X 

I- 

ui 

{- 

D 

J 

O 


A 

* 

* 


A 


1^ 

O 

1 A 

O 

O 

IN. 

o 

A 

OO 

00 

(N 

A 

NO 

A 


CN 

<d- 


< 

H 

CD 

ct; 

< 

CD 

o 

H 

z 

tu 

Du 


J 

< 

H 

h-H 

CD 

D:^ 

< 

CD 

o 

u 

UJ 

to 


A 


in 

i) 

u 

3 

00 


o 

c 

3 

JZ 


fd 

■o 

td 


U 

o 

+-* 

c 


cd 

00 

ii 

i 

4-* 

U 

a 

E 


o 

c 

CD 

1-1 

o 

UH 

(U 

Ui 

CD 

s: 


(d 

■o 

(d 

c 

(d 

U 


CD 


TO 

CD 

> 

O 

1- 

cx 

a 

n3 

-»-» 

O 

C 

00 

3 


o 

c 

VN 

c 

CD 

> 

• •>4 
00 

o 


b 

cn 

CD 

K 

Ui 

8- 

CD 


C 

o 

(d 

X) 

td 

8 

U 


00 

3 


cn 

'£ 


00 

c 

3 

X 

CD 

U 

to 


cn 

CD 

u 

CX 

8 

S 

"cn 

JD 

3 

i3 

’(d 

> 

fd 

•I-* 

o 

c 

c 

o 

°4-» 

td 

•M 

Ui 

a 

£ tu 

— ' cn 

00  ^ 
3 C 

■b  ° 
c.§ 

O -+3 
to 

•M  tJ 
fd 

Q 


"O  ••' 

CD  X3 

g§ 


TD 

C 


w 5 
OO 


td 


«2 

> ^ 

p >^ 

> u 

c fd 

.-H  (SO 


>N 

td 


A 


cn  ^ 
CD  P 

C S 

” t- 
£ 

o O 

u 

00*0 

l.y 

boi 

Is 

CD  CD 

. 

CD  IT 

<1^  E 
x:  ^ 

o 

-Q 
o 3 

3 •• 

■d  cn 
8 8 
£ 3 
*-  00 

S-c 

SS 

U >' 

c o 

1-  4-» 


o t/D 

c <1^ 

3-  cn 
CD 

cn  __c; 


C 

CD 

t-i 

td 

CX 


CD 

Ui 

+-> 

s 

O 

u 


CD 

U cn 

b K. 

o -C 

CO  (j 

•^a 

2 cn 


United  Kingdom;  (6)  United  States  of  America. 


T3 

C 

O 

U 


I 


U 

o 


o 

•^1 


(U 

§ 


:d 

Q 

til 

:i: 


os 


(/j 

(U 

u 

c 

fd 

•M 

V) 

ja 

3 

lO 


Q, 

O 

u 

■M 

o 

u 

>s 

V) 

CL 

C 

o 

c 

o 

• •■i 

-M 

c 

> 

c 

o 

U 


VO 


OS 

os 


VO 


VO 


00 

os 


f<S 

P'S 


os 


VO 

fN. 

os 


IPS 

os 


>x 

cd 

■H 

cu 

cx- 

o 


^ 10 
u (L> 

^ £ 
fd 

O 

Id 


5 ^ fd 

Q-  (O 
c (d  (D 
n U to 

^ r-  ^ 

^ .£  -C  1- 


(d  ^ 


^ o 

b»  ^ 


.2z  § fd 

•4-*  >— c Q,  -t-J 

fd  _ <u 

E:  ^S,'^ 

fu  E ^ 

§ o 

£ Z O qJ 


OJ 

Z 

o 

< 

CL 

UJ 

ul 

s 

< 


•PS 

VO 


o 

o 

(»S 


•v 

•PS 

•v 

VO 


VO 

IN. 

P'S 


•PS 

VO 


O 

O 

<!■ 


•PS 

VO 


•PS 

•PS 

o 


♦ 

* 

* 

•PS 

#s 

VO 


Os 

•PS 

o 


hJ 

< 

H 

CQ 

Cci 

< 

CD 


Csl 


o 

c 

>^ 

> 


x: 

u 

sz 

-l-J 

<L> 


P'S 

* 

* 


UJ 

H 

< 

< 

Z 

H-4 

X 

H 

UJ 


<j- 

+ 

* 


UJ 

H 

< 

< 

CQ 

O 

CL 

UJ 

S 


•PS 

* 

* 


nJ 

< 

H 

1— I 

cQ 

Qi 

< 

CQ 

o 

z 

UJ 

X 

CL 

J 

>' 

X 

H 

UJ 


VO 


P'S 


•PS 


P'S 

•PS 


•PS 


VO 

•d- 


00 

os 

•PS 


•PS 


PS 

PS 

•PS 


z 

O 

hJ 

>- 

CL 

CL 

>" 

X 

H 

UJ 

S 


< 

H 

CD 

CL 

< 

CQ 

O 

z 

UJ 

X 

CL 


00 


hJ 

O 

CL 

Q 

< 

CL 

CL 

CL 


f (X) 


^ (U 

?•- 

CL  £ 


CJS 


fd 

-I-* 

fU 

M-t 

-J 


X) 

<U 


to 

(U 

u 

c 

fd 

+j 

<o 

XJ 

3 

lO 

fU 

x: 


o 

(O 

■H 

Id 

10 

fU 

x: 

H 


(O 

OJ 

L. 

3 

00 


* 

* 

£ 

3 

• -H 

(O 

(O 

8. 

(O 

(O 

■H 

fd 

(O 

x: 

u 

3 

(O 


(U 

U 

c 

(U 

■H 

•o 

••s 

X 

<U 

(U 

JZ 

+-• 

(U 

> 

(U 

c 

(L) 

x: 

JOJ 

3 

X 

(U 

X 

u 

c/s 

to 


o 

c 

CO 

3 

X 


fd 

■D 

fd 

c 

fd 

(J 

o 


fd 

00 

£ 

S3 

(U 

+-• 

o 

CL 

£ 


fU 

JiC 


o 

c 

fU 

o 

(U 

Iw 

OJ 

X 

■H 

fd 

X 

fd 

c 

fd 

U 


C -=3 


<U 

(/) 

3 

u< 

C 

•♦-) 

<u 

> 

o 

l_ 

CL 

CL 

fd 

-»-• 

o 

c 

00 

3 

u, 

o 


c 

OJ 

> 

’ob 

J8 

c 

o 


u 

to 

OJ 

L. 

CL 

CO 

0) 

V.I 

• -H 

3 

cr 

<u 


c 

o 

fd 

X 

fd 

c 

fd 

U 


00 

3 

u. 

X 

CO 

X 


00 

c 

3 

X 

d) 

X 

u 

(O 

•<-» 

c 

fU 

to 

dJ 


(U 

U 

c 

• •H 

(O 

£ 

X 

_td 

• •H 

fd 

> 

fd 

+-> 

o 

c 

c 

o 

• —4 

4-J 

•T3  . 

O 5 

CL 

e § 

"O  1/5 

c -•-* 
o fd 
+-* 
fd  «o 

Q g 


to 

fd  “ 

X £ 
(U  X 
> 

^ - 
£ >' 

Ss  i- 

fd 

E O 


0) 

3 ^ 

/rt  — ! 

^3 
£ Ou 
O <U 
^ CL 

C fQ  • 

X 


fd 


dj 

X 

d> 

Uh 


(0  ^ 

X 

<U  JC 

E fd 

dj  £ 

c £ 

’7  Q 


dJ 

L. 

d; 

X 


X 

dJ 

L. 

3 


fd 

u 

dJ 

**  !— 

(O  p 

u-  < 

.W>0 


U ^ (U 

fd  x'-M 

3 fd  +-• 

c dJ  to 
c 

b o d) 


T—  -r- 

to  c 

(U  ^ 

b <o  — ^ 

dJ 

Lm  ••V 

fU  c 

^ 5 

cd  o 

00 

c c 


u 

dJ 

c 


CO  <2  ^ 
£ XX 

n T d> 


C 

3 

O 

U 


U X 

CL^ 
to  (rt  w 
^ 

©■S- 

S 

O (J  5 
fd  X > 
S £c^ 


-51  - 


TABLE  2 

Comparison  of  the  Status  of  Psychotropic  Substances  Scheduled  in  the  1971  Convention 
with  That  in  the  Appr  opriate  Canadian  Legislation  on  Drugs 

Convention  on  Psychotropic  Substances  (1971)  - SCHEDULE  I* 

International  Non-Proprietary 
NAME  (INN)  (in  capitis) 

OR  (in  parentheses)  (Other  non-  Canadian  Legislation 


proprietary  or  trivial  names)  Chemical  Name 

Act 

Schedule 

1. 

(DET) 

N,N-diethyltrypt  amine 

FD^^^ 

H 

2. 

(DMPH) 

3-(  1 , 2-dimethylheptyl)-l- 
hydroxy-7 ,8,9,1 0-tetrahydro- 
6,6. 9-trimethyl-6H-dibenzo 
(b,dj  pyran 

NC^^^ 

(main) 
Item  3 

3. 

(DMT) 

N , N-dimethyltryptamine 

FD 

H 

4, 

(+)-LYSERGIDE 
(LSD,  LSD-25) 

(+)-N,N-diethyllysergamide 
(d-lysergic  acid  diethylamide) 

FD 

H 

5 

(mescaline) 

3, 4, 5-trimethoxyphenethylamine 

FD 

F to 

6. 

(parahexyl) 

(pyrahexyl) 

3-hexyl- l-hydroxy-7, 8, 9,10- 
tetrahydro-6 , 6, 9-trimethyl- 
6H-dibenzo  [b,d)  pyran 

NC 

(main)  ' 
Item  3 (5) 

7. 

(psilocine, 

psilotsin) 

3-(2-dimethylaminoethyl)-4- 

hydroxyindole 

FD 

H 

8. 

PSILOCYBINE 

3-(2-dimethylaminoethyl)- 
indol-^-yl  dihydrogen  phosphate 

FD 

H 

9. 

(STP,  DOM) 

2-amino- l-(2,5-dimethoxy-4- 
methyl)  phenyipropane 

FD 

H 

10. 

(THC) 

(tetrahydrocannabinol- 
the  following  isomers; 

6a(10a),  6a(7)  7,  8,  9,  10, 

9(11),  and  their 
stereochemical  variants) 

NC 

(main) 
Item  3 (U) 

(11.) 

(TCP) 

l-(  1“(  2-thienyl)  cyclohexyl] 
piperidine 

to  FD 

to  H 

(12.) 

(PHP,  PCPY) 

l-(  1-phenyl  cyclohexyl) 
pyrrolidine 

to  FD 

to  H 

(13.) 

(PCE) 

N-ethyi-l-phenylcyclo- 

hexylamine 

to  FD 

to  H 

* Also  includes  the  salts  of  the  substances  listed  in  this  Schedule  whenever  the 
existence  of  such  salts  is  possible. 

(a)  FD  = Food  and  Drugs  Act  and  Regulations(2);  NC  = Narcotics  Control  Act(l) 

(b)  Indicates  that  substance  will  have  to  be  moved  from  first  schedule  indicated  to  the 
second  one  in  order  for  Canadian  legislation  to  conform  to  the  Convention  on 
Psychotropic  Substances. 
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TABLE  2 (Cont'd) 

Convention  on  Psychotropic  Substances  (1971)  - SCHEDULE  II* 

International  Non-Proprietary 
NAME  (INN)  (in  capitis) 

OR  (in  parentheses)  (Other  non-  Canadian  Legislation 

proprietary  or  trivial  names)  Chemical  Name  Act  Schedule 


1. 

AMPHETAMINE 

(+)-  2-am  ino- 1 -phenyl  pr  opane 

FD^^) 

G 

2. 

DEXAMPHETAMINE 

(+)-2-amino-l-phenylpropane 

FD 

G 

3. 

METHAMPHETAMINE 

(+)-2-methylam  ino- 1-phenyl- 
propane 

FD 

G 

k. 

METHAQUALONE 

2-methyl-3-o-toyl- 

4(3H)-quina2olinone 

FD 

G 

5. 

METHYLPHENIDATE 

2-phenyl-2-(2-piperidyl)acetic 
acid,  methyl  ester 

FD 

G 

6. 

PHENCYCLIDINE 

l-(l-phenylcyclohexyl)piperidine 

NC 

main 

7. 

PHENMETRAZINE 

3-methyl-2-phenylmorpholine 

FD 

G 

8. 

MECLOQUALONE^^^ 

3-(o-chlorophenyl)-2-methyl 

-4(3H)-quinazolinone 

to  FD 

to  G 

SCHEDULE  III 

1. 

AMOBARBITAL 

5-ethyl-5-(3-methylbutyl) 
barbituric  acid 

FD 

G 

2. 

CYCLOBARBITAL 

5-(  1-cyclohexen-  l-yl)-5- 
ethylbarbituric  acid 

FD 

G 

3. 

GLUTETHIMIDE 

2-ethyl-2-phenylglutarimide 

FD 

F to  G 

4. 

PENTOBARBITAL 

5-ethyl-5-(l-methylbutyl) 
barbituric  acid 

FD 

G 

5. 

SECOBARBITAL 

5-allyl-5-(l-methylbutyl) 

FD 

G 

* Also  includes  the  salts  of  the  substances  listed  in  this  Schedule  whenever  the 
existence  of  such  salts  is  possible. 

(a)  FD  = Food  and  Drugs  Act  and  Regulations(2);  NC  = Narcotics  Control  Act(l) 

(b)  Indicates  that  substance  will  have  to  be  moved  from  first  schedule  indicated  to  the 
second  one  in  order  for  Canadian  legislation  to  conform  to  the  Convention  on 
Psychotropic  Substances. 

(c)  Drug  not  approved  for  use  in  Canada  therefore  not  likely  to  appear  in  the  illicit  trade 
by  diversion. 
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TABLE  2 (Cont’d) 

Convention  on  Psychotropic  Substances  (1971)  - SCHEDULE  IV* 

International  Non-Proprietary 
NAME  (INN)  (in  capites) 

OR  (in  parentheses)  (Other  non-  Canadian  Legislation 

proprietary  or  trivial  names)  Chemical  Name  Act  Schedule 


1. 

AMFEPRAMONE 

2-(diethylamino)propiophenone 

FD 

G 

2. 

BARBITAL 

5,5-diethylbarbituric  acid 

FD 

G 

3. 

(ethchlorvynol) 

ethyl-2-chlorovinylethinyl- 

carbinol 

FD 

F to  G 

4. 

ETHINAMATE 

1-ethynylcyclohexanol- 

FD 

F to  G 

5. 

MEPROBAMATE 

2-methyl- 2-propyl- 1,3- 
propanediol  dicarbamate 

FD 

F to  G 

6. 

METHYLPHENO- 

BARBITAL 

5-ethyl-  l-methyl-5-phenyl- 
barbituric  acid 

FD 

G 

7. 

METHYPRYLON 

3,3-diethyl-5-methyl-2,4- 

piperidine-dione 

FD 

G 

8. 

PHENOBARBITAL 

5-ethyi-5-phenylbarbituric  acid 

FD 

G 

9. 

PIPRADROL^^^ 

1 , 1-diphenyl-  l-(2-piperidyl)- 
methanol 

to  FD 

to  G 

10. 

(SPA)^"^^ 

(Lefetamine) 

(-)-ldimethylamino-l,2- 

diphenylethane 

to  FD 

toG 

* Also  includes  the  salts  of  the  substances  listed  in  this  Schedule  whenever  the 
existence  of  such  salts  is  possible. 

(a)  FD  = Food  and  Drugs  Act  and  Regulations(2);  NC  = Narcotics  Control  Act(l) 

(b)  Indicates  that  substance  will  have  to  be  moved  from  first  schedule  indicated  to  the 
second  one  in  order  for  Canadian  legislation  to  conform  to  the  Convention  on 
Psychotropic  Substances. 

(c)  Drug  not  approved  for  use  in  Canada  therefore  not  likely  to  appear  in  the  illicit  trade 
by  diversion. 
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TABLE  3 

Importations  of  Amphetamines  into  Canada 
(in  Kg.) 


Year: 

1970 

'll 

72 

'll 

'll 

75 

76 

77 

78 

79 

Kg.: 

537 

757 

32 

1 

2 

1 

176 

1 

161 

9 

TABLE  4 

Importaticms  of  Barbiturates  into  Canada 
(in  Kg.) 


Year: 

1975 

1976 

1977 

1978 

1979 

Kg: 

12,21^ 

14,533 

11,678 

9,975 

8,963 
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THE  PSYCHOTROPIC  CONVENTION  IN  EGYPT 

-x- 

Professor  Mustapha  I.  Soueif 


1.  Historical  Introduction 

On  June  14th  1972  the  Egyptian  Government  ratified  the  Convention  on 
Psychotropic  Substances.  In  this  way  Egypt  proved  to  be  among  the  earliest 
members  of  the  international  community  to  ratify  the  treaty. 

A brief  historical  analysis  might  shed  some  light  on  the  reasons  that  lead  to 
such  promptness.  Due  to  a constellation  of  some  historico-geographicai  factors 
Egypt  has  been  effectively  alerted  against  drug  abuse  earlier  than  many  other 
countries  all  over  the  world  and  certainly  much  earlier  than  most  of  those  in  the 
vicinity.  Indeed  we  are  told  (by  Arabic  historians,  modern  as  well  as  ancient)  that 
the  first  governmental  attempts  at  combatting  the  abuse  of  cannabis  were  initiated 
around  mid  twelfth  century  A.D.,  a few  years  after  the  herb  was  first  brought  into 
the  country  during  the  reign  of  the  Ayyubid  dynasty  (Soueif,  1973).  In  1879  the 
Egyptian  government  made  the  first  legal  formulation  for  a definite  policy  of 
national  prohibition  of  the  cultivation,  sale,  transportation  and  possession  of 
cannabis.  And  in  1928  the  Central  Narcotic  Bureau  (in  Cairo)  was  established. 
Since  then  efforts  geared  towards  more  effective  control  of  the  drug  situation  in 
the  country  never  stopped. 

Within  this  historical  context,  the  reader  might  be  able  to  appreciate  how  it 
came  that  the  medico-legal  authorities  in  Egypt  were  perceptive  enough  to  sense 
the  potential  dangers  of  the  psychotropic  substances  and  indeed  to  undertake 
definite  steps  towards  controlling  them  at  a much  earlier  date  than  the  year  1971 
when  the  Psychotropic  Convention  was  adopted.  In  1960  the  amphetamines, 
Seconal  (allyl  alpha  methyl  butyl  barbitol)  and  Maxitone  (dexamphetamine)  were 
included  in  the  schedules  appended  to  the  Law  351  for  the  year  1952  regulating  all 
kinds  of  dealings  with  narcotics  and  similar  drugs.  In  1967  the  L.S.D.  was  similarly 
added  to  the  schedules  of  substances  to  be  controlled  (this  time  the  schedules  were 
attached  to  the  Law  182  for  the  year  1960,  itself  a more  developed  formulation  to 
replace  the  Law  351/52).  Naturally,  these  measures  necessitated  book-keeping  by 
pharmacies  according  to  regulations  to  be  specified  by  medical  authorities. 

The  Ministry  of  Public  Health  issued  a decree  on  22  January  1957  stipulating 
that  book  keeping  by  pharmacies,  according  to  certain  sp)ecifications,  was  made 
obligatory  and  that  drug  stores  and  local  pharmaceutical  companies  had  to  report 
periodically  to  the  ministry  about  those  drugs  included  in  the  schedules  specifying 
the  quantities  they  kept,  the  quantities  they  sold  and  dates  of  selling  and  the  names 
and  addresses  of  pharamacies  buying  such  drugs.  It  was,  also,  stipulated  that 
pharmacies  should  keep  the  medical  prescriptions  according  to  which  they  sold  the 
drugs  to  the  public,  to  document  what  they  recorded  in  the  books,  and  to  prevent 
misuse  of  such  prescriptions.  However  it  should  be  noted  that  these  regulations 


* 


Psychology  Department,  Faculty  of  Arts,  Cairo  University,  Cairo,  Egypt,  in 
collaboration  with  Fathy  M.  Saif  and  A.  Hamdy,  Department  of  Pharmacy, 
Ministry  of  Health. 
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were  dictated  by  other  considerations  (e.g.  security)  in  addition  to  medical  reasons. 
For  example  potassium  chlorate  and  picric  acid  (used  in  making  explosives)  were 
among  the  items  included  in  the  schedules.  In  1963  another  decree  (known  as  No. 
101)  was  issued  by  the  Ministry  of  Public  Health,  adding  more  material  to  the  list  of 
substances  to  be  put  under  control.  Among  these  substances  were  amphi-vite, 
phanodorm  calcium  and  barbi-2.  That  the  medical  authorities  were  genuinely 
concerned  about  possibilities  of  misuse  and  abuse  of  such  substances  is  a fact  which 
could  be  sensed  through  the  following  incident:  In  November  1965  a letter  signed  by 
the  Undersecretary  of  State  for  Health  and  labelled  'highly  confidential'  was 
addressed  to  the  syndicate  of  pharmacists  urging  the  syndicate  to  impose  pressure 
on  the  member  pharmacists  to  comply  with  the  requisites  of  the  above  mentioned 
decrees.  This  triggered  a letter  to  the  same  effect  to  be  addressed  by  the  syndicate 
to  all  members,  in  which  the  following  items  were  explicitly  mentioned;  ritalin 
tablets  (tab.),  serpatonil  tab.,  tossedrine  tab.,  dovadilone  tab.,  and  veritol  solution 
and  ampoules.  In  1971  another  decree  was  issued  by  the  Ministry  of  Public  Health 
(Decree  No.  6),  for  regulation  of  the  handling  of  psychotropic  substances.  In  this 
decree  the  attempt  was  made  to  rearrange  and  update  what  was  already  included  in 
the  above  mentioned  ministerial  decrees  of  1957  and  1963. 

Imparting  the  same  significance,  with  some  projection  onto  the  future  is  the 
fact  that  after  the  ratification  of  the  Convention  by  the  Egyptian  government  and 
after  the  Convention  came  into  force  (in  August  1976)  the  Egyptian  Ministry  of 
Public  Health  issued  a decree  in  April  1977  (No.  167)  adding  sosegone  (pentazocine) 
to  the  list  of  psychoactive  substances  to  be  controlled. 

To  conclude,  the  promptness  shown  by  the  Egyptian  government,  being  one  of 
the  earliest  to  ratify  the  Psychotropic  Convention  comes  as  a natural  outcome  of 
two  facts:  (i)  that  the  Egyptian  authorities  were  already  alerted  to  the  possible 
dangers  of  abuse  of  such  substances,  since  the  early  fifties,  and  (ii)  that  the 
governmental  mechanisms  necessary  for  undertaking  definite  steps  towards 
controlling  the  use  of  such  substances  were  already  created  and  were  functioning 
long  before  the  year  1971. 

2.  How  the  Convention  Was  Entered  into  Force  by  the  Egyptian  Government 

One  of  the  merits  of  the  national  law  (No.  182  for  the  year  1960)  controlling 
the  cultivation,  sale,  transportation  and  possession  of  psychoactive  substances, 
natural  as  well  as  synthetic,  is  that  it  includes  among  its  articles  the  means  by 
which  it  can  be  modified  to  become  more  in  keeping  with  up-to-date  knowledge 
about  drugs  or  to  newly  emerging  circumstances  that  were  unforeseen  when  the  law 
was  first  issued.  Article  32  of  this  law  stipulates  that  the  Minister  of  Public  Health 
can  issue  decrees  to  modify  the  appended  schedules  defining  the  substances  under 
control  and  that  the  Minister  is  authorized  to  do  that  by  omission  or  addition  or  by 
changing  the  stated  percentages.  It  is  this  article  which  enabled  the  Minister  of 
Public  Health  to  issue  the  decreee  No.  196  in  1967  adding  new  substances  to  the 
schedules.  Because  of  the  existence  of  such  a mechanism,  and  because  of  the 
relative  ease  by  which  a ministerial  decree  can  be  issued  compared  with  a rather 
complicated  and  difficult  situation  to  be  overcome  if  a new  law  is  to  be  passed,  the 
Psychotropic  Convention  was  entered  into  force  by  the  Egyptian  authorities  rather 
smoothly  and  promptly.  In  September  1976  the  Minister  of  Health  issued  the 
following  two  decrees: 

(i)  Decree  No.  295/76,  explicitly  taking  into  consideration  the  Convention  on 
Psychotropic  Substances  of  1971,  and  hence  cancelling  the  substances  in  schedules  I 
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and  III  of  the  national  narcotic  law  182/60,  and  replacing  them  by  two  newly 
constructed  schedules  with  all  the  additions  and  modifications  necessitated  by  the 
Convention  (c.f.  appendix  I)  as  well  as  the  substances  included  in  the  yellow  list 
1973. 

(ii)  Decree  No.  301/76,  complementing  the  above  mentioned  decree  by  specifying 
how  the  defined  substances  and  preparations  are  to  be  distributed  among  drug 
stores,  pharmacies,  state-run  and  private  hospitals,  what  methods  of  book-keeping 
are  to  be  followed  which  make  possible  governmental  inspection  and  surveillance 
and  defining  legal  responsibilities  to  be  raised  against  non-compliers  (c.f.  appendix 
ID. 

3.  National  Agencies  Taldng  Part  in  the  Implementation  of  the  Convention 

Now  that  the  Convention  has  (nationally)  entered  into  force,  via  the  two 
ministerial  decrees  293  and  301/76,  the  following  national  agencies  are  taking  part 
in  its  implementation; 

(i)  The  Ministry  of  Health  (especially  the  Department  of  Pharmacy  responsible 
for  all  legal  actions  and  transactions  involving  medical  use  of  drugs,  inspection  and 
surveillance  of  book  keeping  by  drug  stores  and  pharmacies  and  reviewing  and 
updating  the  schedules  defining  the  psychotropic  substances  under  control). 

(ii)  The  Ministry  of  Interior,  with  special  reference  to  the  Department  of 
Combatting  Narcotics  responsible  for  combatting  all  sorts  of  illegal  actions  and 
transactions  involving  psychoactive  substances,  natural  as  well  as  synthetic.  Though 
the  bulk  of  the  activities  operated  by  the  Department  are  nationally  oriented  yet  it 
has  certain  duties  necessitating  various  levels  of  international  cooperation,  for 
example,  cooperation  with  its  counterpart  in  another  country  based  on  bilateral 
agreements  between  governments,  cooperation  with  international  bodies  like  the 
Interpol...  etc.  Recently,  channels  involving  cooperation  with  other  national 
agencies  in  the  areas  of  research  and  prevention  are  being  established. 

(iii)  The  Ministry  of  3ustice  (particularly  the  office  of  the  general  prosecutor,  the 
courts  and  the  Department  of  Forensic  Medicine  responsible  for  the  chemical 
analysis  of  samples  of  seized  or  confiscated  substances  before  the  case  is  presented 
to  the  court). 

(iv)  Coast  Guard,  Frontier  Guard  and  Customs. 

Psychotropic  Substances  (included  in  the  schedules)  Mostly  Used 
in  Egypt  at  Present 

To  provide  information  on  this  point  the  following  sources  had  to  be  consulted: 

(i)  Regarding  Medical  Use 

The  Department  of  Pharmacy; 

Preparations  containing  either  phenobarbitone  or  meprobamate. 

(ii)  Regarding  Non-medical  Use 

a)  An  epidemiological  study:  An  epidemiological  study  was  recently 

conducted  (March  1978)  on  a carefully  selected  representative  sample  of 
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about  five  thousand  high  school  students  from  the  area  of  Greater  Cairo, 
the  main  aim  being  to  know  who  takes  what.  A standardized  questionnaire 
with  established  reasonable  re-take  reliability  was  administered  to  the 
subjects  in  group  testing  situations  (about  40  students  in  each  group)  where 
anonymity  was  emphasized  (c.f.  Soueif  et  al.  1980).  The  following 
questions  were  included: 

- Did  you  ever  try  a stimulant? 

- Did  you  ever  try  a hypnotic? 

To  those  questions  we  got  an  answer  'yes'  in  6.19%  and  5.07%  respectively. 
Out  of  435  subjects  who  tried  both  kinds  of  drugs  19.22%  stated  that  they 
were  still  taking  these  drugs  until  the  time  the  study  was  carried  out. 

The  following  informative  questions  were  also  included: 

- Do  you  know  of  any  friends  who  take  such  drugs  without  medical 
prescription? 

- Do  you  have  any  relatives  who  take  such  drugs  without  medical 
prescription? 

To  the  former  question  we  got  an  answer  'yes'  regarding  stimulants  in  10% 
of  the  cases  and  regarding  hypnotics  in  6%.  To  the  latter  the  answers  were 
'yes'  in  5%  and  4.5%  of  the  cases  respectively. 

b)  Informed  opinion:  The  source  is  the  Department  of  Combatting  Narcotics. 
The  Department  has  its  own  informal  channels  of  information  through 
which  a broad  variety  of  news  is  collected  and  integrated  together  to 
constitute  a periodical  report.  This  report  is  used  through  circulation 
among  the  head  officers  as  part  of  a system  for  the  appraisal  or  assessment 
of  the  drug  situation  in  the  country  (and  usually  is  not  for  publication).  In 
this  report  are  mentioned  data  such  as  street  names  of  the  drugs,  tentative 
analysis  of  the  social  distribution  of  the  various  drugs  (viz.  which  drugs  are 
mostly  taken  by  members  of  which  social  sectors),  rumours  about  new 
drugs  appearing  on  the  street,  wholesale  and  retail  prices  of  the  different 
substances  and/or  preparations  as  defined  on  the  illicit  market,  etc.  The 
following  bits  of  information  regarding  the  synthetic  drugs  mostly  used  (by 
non-medical  users)  in  Egypt  at  present  were  mentioned  in  the  most  up-to- 
date  report  prepared  by  the  Department:  (1) 

Doriden:  preparation  containing  gluthimide,  used  as  hypnotic.  Retail  price 
on  the  illicit  market  is  half  an  Egyptian  pound  for  a tablet. 

Moutolon:  preparation  containing  methaqualone,  used  as  hypnotic.  Retail 
price  is  three  quarters  of  an  Egyptian  pound  for  one  tablet. 


1 . Thanks  are  due  to  the  Department  of  Combat  against  Narcotic  Substances, 
headed  at  present  by  Maj.  Gen.  Sami  Asaad,  who  graciously  made  this  report 
available  for  the  senior  writer. 
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Ritalin:  preparation  containing  methylphenidate,  used  as  stimulant. 

Usually  taken  by  mouth,  but  some  abusers  mix  it  with  phanodorm  and 
sniff  it.  Retail  price  is  one  pound  for  a tablet.  (2) 

Maxitone:  preparation  containing  dexamphetamine  and  used  as 

stimulant.  Usually  taken  by  intravenous  injection.  Retail  price  is  0.6  of 
a pound  for  1 cc. 

Codeine:  is  found  on  the  illicit  market  in  two  forms: 

codeine  (pure):  used  by  sniffing.  Retail  price  is  8 pounds  for  one  gram. 
Codeine  phosphate:  used  by  sucking,  ingestion,  or  intravenous  injection. 
Sometimes  is  mixed  with  opium  allegedly  to  make  it  more  effective  as  a 
stimulant.  Retail  price  is  3 pounds  for  1 gram. 

Phanodorme  (Cyclobarbitone  calcium  2 mgm.):  usually  mixed  with 
ritalin  taken  by  sniffing.  Retail  price  is  2 pounds  for  a box  containing  10 
tablets. 

Obosan:  (against  obesity)  preparation  containing  ethinamate  (locally 
produced  by  the  Egyptian  pharmaceutical  co.) 

Alphacamphine  (Ethylmorphone  HC1.40  mgm.  + Sodium 
cumphosulphonate  200  mgm.  + Hyosine  hydrobromide  0.1  mg.;  sedative, 
analgesic  and  antispasmodic):  taken  orally  or  by  intramuscular  or 
subcutaneous  injection. 

The  following  additional  information  about  quantities  of  psychotropic 
substances  seized  during  the  years  1976  through  1979  is  also  relevant: 

Year  Quantity 

(in  cubic  centimeters) 

1976  39023 

1977  37193 

1978  69174 

1979  133752 

5.  Problems  Urging  for  Solutions 

Three  kinds  of  problems  were  created  partly  by  the  Convention  (since  it  was 
ratified  by  the  Egyptian  Government)  and  partly  by  the  decrees  issued  to  conform 
with  the  requirements  of  the  Convention:  (i)  problems  for  the  doctors,  (ii)  problems 
for  the  patients,  and  (iii)  problems  for  the  pharmacists. 


2.  The  reader  is  reminded  that  the  licit  price  is  one  quarter  of  a pound  for  a box 
containing  30  tablets,  which  means  that  the  illicit  price  is  120  times  the  licit 
one.  The  reader  is  also  reminded  that  all  drugs,  including  psychotropics,  are 
heavily  subsidized  by  the  Egyptian  government,  a fact  which  widens  the  gap 
between  licit  and  illicit  prices  and  makes  illicit  trading  all  the  more  tempting. 
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(i)  The  Doctors' Problems 

Many  doctors  are  becoming  apprehensive  in  case  they  are  considered 
excessively  prescribing  drugs  containing  substances  that  are  included  in  the 
Schedules.  It  will  be  indeed  unfortunate  for  a doctor  to  get  a few  more  epileptics 
(requiring  the  prescription  of  a good  antiepileptic  like  phenobarbital  included  in 
Schedule  4 of  the  Convention)  than  his  colleagues  in  the  neighbouring  districts  got. 
This  can  happen  quite  easily  within  a system  which  gives  free  scope  for  private 
clinics  and  in  which  individual  doctors  are  motivated  to  attract  more  patients. 

Because  of  a multitude  of  factors,  some  of  which  are  locally  determined  (e.g. 
the  fact  that  a big  number  of  patients  like  to  keep  any  prescription  they  got, 
anticipating  that  they  might  decide  to  go  for  a repetition  of  the  course  of  drugs 
without  a second  consultation  of  the  doctor;  or  the  fact  that  patients  keep  their 
prescriptions  to  use  them  as  reminders  for  their  doctors  on  following  visits  knowing 
that  most  doctors  do  not  keep  systematic  files  for  patients  in  their  private  clinics... 
etc.)  doctors,  sometimes  find  themselves  obligated  to  write  two  separate 
prescriptions  for  one  and  the  same  patient:  one  containing  drugs  under  control  and 
the  other  uncontrolled  drugs,  the  latter  being  the  one  the  patient  would  be  able  to 
keep. 

(ii)  Patients'  Problems 

The  first  and  most  serious  problem  is  the  possibility  that  some  patients  might 
be  deprived  of  a fair  chance  to  get  a certain  drug,  not  because  of  definite  objective 
medical  reasons  but  rather  because  it  happened  that  the  drug  of  choice  would  be  one 
of  those  put  under  control,  yet  the  doctor  would  not  like  to  get  himself  into 
potential  trouble.  A number  of  doctors  made  it  clear  to  the  senior  author  that 
whenever  they  could  avoid  prescribing  scheduled  drugs  they  would  so  so.  Medical 
ethics  is  not  involved  in  such  cases.  On  the  contrary,  a legion  of  justifications  are 
utilized  to  ease  the  doctor  out  of  the  dilemma. 

Another  problem,  though  not  equally  serious,  yet  not  less  persistent,  is,  as 
follows:  In  a country  where  poverty  prevails  more  than  extreme  backwardness, 
broad  sectors  of  the  population  are  trained  to  consult  the  doctor  when  faced  with 
health  problems  but  they  are  always  troubled  with  the  question  of  payment  of  the 
doctor's  fees.  A more  or  less  standardized  solution  Egyptian  patients  worked  out  (a 
sort  of  formula  taking  into  account  both  poverty  and  enlightment)  is  to  make  use  of 
the  same  prescription  more  than  once.  In  other  words  patients  would  use  their 
faculties  of  observation  and  induction  to  represcribe  for  themselves  one  or  two 
drugs  which  were  prescribed  for  them  before,  but  this  time  they  would  not  need  to 
go  back  to  the  doctor  to  pay  more  fees.  Now  if  the  pharmacist  insists  on  keeping 
the  prescription  the  patient  is  confronted  with  a real  problem. 

A third  problem  for  the  patient  is  the  fact  that  sometimes  it  is  a real  bother 
for  him  (or  her)  to  purchase  a drug  which  happens  to  be  under  control.  A large 
number  of  pharmacists  would  refrain  from  stocking  scheduled  drugs  simply  to  avoid 
all  the  troubles  of  book  keeping  and  of  the  hazards  of  legal  responsibility. 
Noteworthy  is  the  fact  that  the  law  is  not  definite  about  this  point.  To  be  sure, 
pharmacists  are  obliged  to  stock  something  under  the  category  of  'medical  narcotics' 
but  not  every  single  item  that  comes  under  this  rubric.  Many  pharmacists  would, 
therefore,  stock  one  or  two  items  only  (usually  selected  on  the  merits  of  being 
seldom  required)  to  look  abiding  by  the  law,  but  at  the  same  time  they  would  avoid 
all  complications  of  handling  most  of  the  scheduled  drugs. 
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(Hi)  Pharmacists^  Problems 

Two  main  problems  are  underlined  by  pharmacists:  (a)  a sudden  increase  of 
the  load  of  work  the  moment  a substance  is  declared  under  control  (in  the  majority 
of  cases  all  preparations  containing  this  substance  in  any  quantity  would  be  subject 
to  all  ensuing  restrictions),  and  (b)  apprehension  caused  by  the  severity  of  the  legal 
penalties  in  cases  of  disappearance  of  prescriptions  according  to  which  drugs  under 
control  were  sold,  mistakes  or  lapses  in  bookkeeping. 

6.  Suggested  Solutions 

The  fact  that  a number  of  psychotropic  substances  and  preparations  (e.g. 
amphetamines,  seconal  and  maxitone)  were  already  included  in  the  schedules 
appended  to  the  national  law  regulating  the  handling  of  psychoactive  drugs  (351/52, 
followed  by  182/60)  long  before  the  Convention  was  ratified  by  the  Egyptian 
government  explains  why  the  above  mentioned  problems  brought  no  blame  onto  the 
Convention  as  such.  Criticism  is  usually  raised  against  the  national  mechanism  by 
which  the  treaty  is  implemented.  The  point  is  made  that  there  is  an  intolerable 
discrepancy  implied  in  the  way  this  mechanism  is  operated  at  present.  According  to 
the  national  law  182/60,  supplemented  by  the  ministerial  decree  295/76  (which  took 
into  account  the  Psychotropic  Convention)  all  substances  listed  in  paragraph  C, 
article  3 of  the  decree  295/76  are  treated  as  narcotics  regarding  importation  and 
exportation.  These  substances  are  mostly  included  in  Schedules  III  and  IV  of  the 
Psychotropic  Convention  (c.f.  appendix  1).  The  implication  is  that  importation  or 
exportation  of  any  quantity  of  any  substance  or  preparation  included  in  Schedule  III 
(of  the  law)  by  illegal  channels  can  be  punished  by  severe  sentences  of  incarceration 
and  harsh  fines.  However,  trading  in  these  substances  inside  the  country  (any 
quantity)  via  illegal  channels  is  considered  a misdemeanor  punishable  by  a fine  of 
not  more  than  ten  pounds. 

The  suggestion  is  made  that  a new  national  law  should  be  passed  for  most  of 
the  psychotropic  substances  included  in  Schedules  III  and  IV  of  the  Psychotropic 
Convention.  This  law  should  be  totally  independent  from  the  law  182/60,  having  its 
own  ways  for  regulating  the  importation,  exportation,  production,  possession  or 
trading  in  these  substances  and  defining  penalties  according  to  specif ity  of  such 
area. 


7.  Summary 

A brief  historical  analysis  was  presented  of  the  national  factors  that  led  to  the 
fact  that  Egypt  was  among  the  very  early  ratifiers  of  the  Psychotropic  Convention. 
Light  is  shed  on  the  way  the  Convention  was  entered  into  force  by  the  Egyptian 
government.  Issuing  a ministerial  decree  (295/76)  taking  into  account  the 
Convention  in  modifying  the  national  law  (182/60)  for  combatting  narcotics  and 
regulating  ail  sorts  of  handling  of  narcotic  substances,  this  was  the  main  mechanism 
utilized  for  this  purpose.  Lists  of  most  commonly  used  (medically  and  non- 
medicaiiy)  psychotropic  substances  in  Egypt  at  present  are  mentioned.  Three  kinds 
of  problems  created  or  enhanced  on  a national  scale  by  the  Convention  are 
discussed;  problems  for  doctors,  for  patients  and  for  pharmacists.  Finally  some  sort 
of  suggested  solution  was  presented. 
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APPENDIX  1 


Ministerial  decree  No.  295/76 

concerning  modification  of  schedules  appended  to  Law  182/60 
The  Minister  of  Health, 

Persuant:  to  article  32  of  the  National  Narcotic  Law  No.  182/60, 

Revising:  the  tables  No.  I and  III  shown  in  this  law. 

Considering:  the  Single  Convention  on  Narcotic  Drugs  1961, 

Considering:  the  Convention  on  Psychotropic  Substances  1971, 

Having:  consulted  the  Undersecretary  of  Pharmacy, 

Decided:- 

Article  I.:-  Cancellation  of  the  substances  included  in  table  I of  the 

National  Narcotic  Law  182/60  as  well  as  cancellation  of  the 
substances  in  table  II  of  the  same  law. 

Article  II.:-  The  following  substances  replace  the  substances  of  table  I of 

the  National  Narcotic  Law  182/60:- 

1 . acetorphine 

2.  acetyl  methadol 

3.  allylprodine 

. alphacetylmethadol 

5.  alphameprodine 

6.  alphamethadol 

7 . alphaprodine 

8.  amobarbital 

9.  amphetamine 

10.  anileridine 

1 1 . benzethidine 

12.  benzoyl  morphine 

13.  benzyl  morphine 

14.  betacetylmethadol 

15.  betameprodine 

16.  beamethadol 

1 7 . betaprodine 

18.  bezitramide 

19.  butalbital 

20.  cannabis,  Indian  Hemp,  resin,  powder,  oil,  extract, 
tincture  and  preparations. 

21.  clonitazine 

22.  cocaine,  and  all  its  preparations  containing  more  than 
0.1%  of  cocaine.  Its  dilution  with  any  inert  substance 
liquid  or  solid,  with  any  percentage. 

23.  codoxirne 

24.  concentrate  of  poppy  straw 

25.  desomorphine 

26.  dexamphetamine 

27.  dextromoramide 
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28.  diampromide 

29.  diethylthiam  butene 

30.  difenoxin 

31.  dihydromorphine 

32.  dimenoxadol 

33.  dimepheptanol 

3^.  dimethylthiambutene 

35.  dioxaphetyl  butyrate 

36.  diphenoxylate 

37.  dipipanone 

38.  drotebanol 

39.  ecgonine 

40.  ethylmethylthiambutene 

41.  etonitazine 

42.  etorphine 

43.  etoxeridine 

44.  fentanyl 

45.  furethidine 

46.  glutethimide 

47.  heroin 

48.  hydrocodone 

49.  hydromorphinol 

50.  hydromorphone 

51.  hydroxypothidine 

52.  isomethadone 

53.  ketobemidone 

54.  levomethorphan 

55.  levomoramide 

56.  levophenacylmorphan 

57 . levorphanol 

58 . lysergide 

59.  metazocine 

60.  methadone 

61 . methadone  - intermediate 

62.  methamphetamine 

63.  methaqualone 

64.  methyldesorphine 

65.  methyldihydromorphine 

66.  methyl  phenydate 

67.  metopon 

68.  moramide  - intermediate 

69.  morpheridine 

70.  morphine,  and  its  preparations  containing  more  than  0.2% 
of  morphine.  Its  dilution  with  any  percentage. 

71 . morphine  - N - oxide,  and  other  pentavalent  nitrogen 
morphine  derivatives. 

72.  myrophine 

73.  nicomorphine 

74.  noracymethadol 

75.  nor  levorphanol 

76.  nor  methadone 

77.  normorphine 

78.  norpipanone 
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Article  III.:- 


79.  opium:  raw,  medicinal  and  prepared  opium.  All 
preparations  containing  more  than  0.2%  of  opium. 

Its  dilutions  with  any  percentage. 

80.  oxycodone 

81.  oxymorphone 

82.  pethdine 

83.  pethdine  - intermediate  A 

SU.  pethdine  - intermediate  B 

85.  pethdine  - intermediate  C 

86 . phenadoxone 

87.  phenampromide 

88 . phenazocine 

89.  phenomorphan 

90.  phenoperidine 

91.  piminodine 

92.  piritramide 

93.  proheptazine 

94.  properidine 

95.  psytocibine 

96.  racemethorphan 

97.  racemoramide 

98.  racem  orphan 

99.  secobarbital 

100.  thabcon 

101.  thebaine 

102.  trimeperidine 

1 03 . l-hydroxy-3-pentyl-6a,7, 1 0, 1 Oa-tetrahydro-6,6, 
9-trimethyl-6-E-dibenzo  b,d  pyran.  (Tetrahydrocannabinols) 

104.  2-amino- 1-  (2,5-dimethoxy-4-methyl)  phenyl  propane  (STP-DOM) 

105.  3-  (1,2-dimethylheptyl)  -l-hydroxy-7,8,9,10-tetrahydro- 
6,6,9-trimethyl-6H-dibenzo  b,d  pyran.  (DMHP) 

106.  3-  (2-dimethylaminoethyl)  -4-hydroxyindole.  (Psilocine- 
Psilotsin) 

107.  3,4,5-trimethoxyphenethylamine.  (Mescaline) 

1 08 . 3-hexyl-  l-hydroxy-7,8,9, 1 0-tetrahydro-6,6,9-trimethyl-6H- 
dibenzo  b,d,  pyran  (Parahexyl) 

109.  N,  N-diethyltryptamine.  (DET) 

110.  N,  N-dimethyltryptamine.  (DMT) 

Also  salts,  isomers,  esters,  ethers,  salts  of:  isomers,  esters, 
ethers  of  these  substances  unless  specifically  excepted. 

Any  preparation,  mixture,  extract  or  any  other  compound 
containing  any  of  these  substances  or  their  salts,  isomers, 
esters,  ethers,  salts  of:  isomers,  esters,  ethers  with  any 
percentage  unless  specified  with  limited  percentage. 

The  following  substances  replace  the  substances  of  table  III  of 
the  National  Narcotic  Law  182/60: 

(a)  The  following  substances  and  their  preparations  containing 
any  substance  of  them  more  than  100  mgm. /single  dose  and 
with  a concentration  of  more  than  2.5%  in  undivided 
preparations. 
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Article  IV.:- 


1 . acetyldihydrocodeine 

2.  codeine 

3.  dihydrocodeine 
ethylmorphine 

5.  nicodicodine 

6.  norcodeine 

7.  phol  codine 

(b)  The  following  substance  and  its  preparations  containing 
more  than  100  mgm./dosage  unit  and  compounded  with  at  least 
the  same  amount  of  methylcellulose. 

propiram 

(c)  Also  the  following  substances: 

1 . amphepramon 

2 . barbiti 

3 . cyclobarbital 
U.  ethinamate 

5.  meprobamate 

6.  methyl  phenobarbital 

7.  methyprylon 

8 . nicocodeine 

9.  pentobarbital 

10.  phencyclidine 

1 1 . phenmetrazine 

12.  phenobarbital 

13.  pipradol 

1^.  ( - ) -l-dimethylamino-l,2-diphenylethane. 

15.  ethyl-2-chlorovinyl  ethinyl  carbinol. 

Also  salts,  isomers,  esters,  ethers,  salts  of:  isomers,  esters 
and  ethers  of  all  substances  in  this  table  unless  specifically 
excepted. 

This  decree  will  enter  into  force  on  the  day  following  the  date 
of  publication  in  the  official  Bulletin. 


Signature 
Minister  of  Health 
22  - 5 - 1976 


- 74  - 


APPENDIX  2 


Table  Presenting  Historical  Display  of  Laws  and  Decrees 
Concerning  Narcotics  and  Psychotropic  Substances  in  Egypt 

1952-1977 


Law  35/1952  Narcotics'  Combat  and  Control 

Authorization  to 
keep  prescrip- 
tions in  pharmacies 
and  registration  of 
some  products, 
e.g.,  pot.  chlorate, 
picric  acid  and 
some  barbiturates. 

2- hydroxy-5, 9-dimethyl- 2- 
(2phenyl  ethyl)-6,7  benzomorphan 
and  its  salts  (known  as  NIH  7519) 
6-Dimethylamine-4,4-Diphenyl- 

3- hexanon  and  its  salts  and  prep. 

(known  as  Ticarda)Normethadone 


1 952  In  action 

1957  Minist.  Deer. 
(22.1.57) 


1959  Minis.  Deer.  48 


49 


1960  Minist.  Deer.  50 

(225/60) 

13.4.60  51 


52 

53 


54 


55 


Law  182/60  56 

5.6.60 


Minist.  Deer.  57 
(550/60) 

23.8.60 


1961  Minist.  Deer.  58 
(46/61) 

4.1.61 


Amphetamine  (Benzedrine) 
salts  <5c  prep. 
Dexamphetamine, 
salts  <5c  prep. 
Methylamphetamine, 
salts  <5c  prep. 

Allyl-  1-Methylbutylbarbitone, 
salts  <5c  prep. 

Ethyl  isoamyl  barbitone, 
salts  <5c  prep. 

Allyl  isobutyl  barbitone, 
salts  <5c  prep. 


l-(3,3  Diphenyl  1-3  Cyanopropyl) 
-4-Phenylpiperidine  4-Carboxylic 
acid  Ethylester  & salts 
(Diphenoxylate) 


e.g.,  Alktedrone 

e.g..  Maxitone,  Dexedrone 

e.g.,  Methedrine 

e.g.,  Seconal  (I.N.N.Seco 
barbital) 

e.g.,  Amytal 

e.g.,  Sandoptol 


Ethyl-(3-Cyano-3,3-Diphenylpropyl) 
4-phenyl-  4-piperidine  carboxylate 
<5c  salts 


P-  Chlorobenzyl-2  Diethylamino 
ethyl- 1 Nitro  Benz  midazole  & salts 
ethyl- 1 Nitro  Benzimidazole  <5c  salts 
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1962 

Minist.  Deer. 

60 

((thydroxy-2  ethoxy )-2  ethyl)l -phenyl 

(44/62) 

-4  propionyl  4 piperidine 

15.1.62 

Minist.  Deer. 

61 

Noraeymethadol  (2  dl-3  aeetoxy- 

(130/62) 

7.2.62 

6 methylamino  4,4  diphenyl  heptane) 

1963 

Minist.  Deer. 

Reorganization  of  substanees 

(101/63) 

under  eontrol  in  Minist. 

28.1.63 

Deer.  22.1.57  (psyehoaetive 
drugs-stimulants  and 
sedatives) 

Minist.  Deer. 

62 

Methyl- 1 phenyl  -4  piperidine 

(72/63) 

28.2.63 

Carboxylie  4 aeid  6c  salts 

1965 

Minist.  Deer. 

63 

2,2  Diphenyl-4- l-(4-Carbamoyl- 

(107/65) 

4-Piperidino-Butronitrile 

18.3.65 

also  known  as 

l-(3  eyano- 3- 3-diphenyl  propyl)- 
4-(l -piper idino)  piperidine-4- 
Carboxylie  aeid  amide 
also  known  as 

R-3365  or  ARCl-D-21  or  Piritramide 

Minist.  Deer. 

To  exelude  'Carbrital’ 

(300/65) 

from  preparations  mentioned 

23.5.65 

in  Minist.  Deer.  101 

1966 

Minist.  Deer. 

64 

Nieodieodine=  6-nieotinyl 

(333/66) 

dihydroeodeine  & salts. 

20.10.66 

Minist.  Deer. 

65 

3 a Aeetyle  7 x-  (a-d  hydroxy- 1- 

(379/66) 

methylbutyl)-6:  14  Indoethino  Aeetorphine  = M 183 

6.12.66 

tetra  hydro-Oripipaphen 

66 

7 -l-(r)-hydroxy-i  methyl  Ethorphine  = M 99 

butyl)  - 6:14  Indo  ethino 

tetrahydro-Oripipophen 

1967 

Minist.  Deer. 

67 

4,4  diphenyl-6-piperidino-3hexanone 

(117/67) 

and  salts  (Norpipanone) 

16.5.67 

68 

1-Phen  ethyl-4-N-propionyl 

etheleno  = R263 

piperidine  6c  salts  (Fentanyl) 

Minist.  Deer. 

69 

Lysergie  acid  diethylamide  Delysid  amp 

(96/67) 

known  as  = LSD  25  Delysid  Tab 

11.9/67 

Minist.  Deer, 

70 

Dihydrocodinone-6-Carboxymethyl 

(210/67) 

29.9.67 

oxyme  (Codoxyme) 

-76- 


1968  Minist.  Deer. 
(218/68) 


1971  Minist.  Deer. 
i6l7i) 

5.1.71 

Minist.  Deer. 
(72/71) 

2.3.71 

1974  Minist.  Deer. 
(226/74) 


1976  Minist.  Deer. 
(295/76) 
22.5.76 


1977  Minist.  Deer. 
(167/77) 
15.3.77 


71  l-(3-eyano-3,3diphenylpropyl  R4845 

-4-(2-oxopropionyl-  1-benzimi- 
dolethyl)  piperidine)  Benzitr amide) 

Reorganization  of  psehyo- 
aetive  drugs 

72  2 ethyl-2  phenylglutethimide  Doriden 


73  (Aeid  1,2  eyano  3,3  diphenylpropyl) 

-4-  phenylisonieotinie  aeid 
Diphenoxine  aeid  da  salts 

Addition  of  drugs  that  were  ineluded  in  Psyehotropie 
Convention  that  eame  into  foree  on  16.8.1976  together 
with  some  isomers  6c  salts. ..ete. 

Alphabetieal  elassifieation  1-111 

112  Pentazoeine  Sosegon 
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THE  RATIFICATION  AND  IMPLEMENTATION  OF  THE  CONVENTION  ON 
PSYCHOTROPIC  SUBSTANCES  IN  THE 
FEDERAL  REPUBLIC  OF  GERMANY 

* 

Dr.  Oscar  Schroder 


1.  Psychotropic  Drugs  Used  and  Abided  in  the  Federal  Republic  of  Germany 

In  the  Federal  Republic  of  Germany,  all  drugs  containing  substances  listed  in 
the  Schedules  of  the  Psychotropic  Convention  have,  for  a long  time,  been  dispensed 
(according  to  legal  restrictions)  pursuant  to  medical  prescription  only.  This  is 
entirely  in  keeping  with  the  requirements  of  article  9,  paras  1 and  2 of  the 
Convention, 

The  substances  listed  in  Schedules  I and  II,  except  phencyclidine,  which  is 
neither  used  medically  in  the  Federal  Republic  nor  is  it  abused,  and  methaqualone 
which  has  only  been  rescheduled  into  the  list  of  Schedule  II  in  February  1979  - as 
well  as  preparations  out  of  these  substances,  have  already  been  placed  on  the  same 
footing  as  narcotic  drugs  in  the  years  from  19^1  to  1974  (cf.  Annex  I).  This  means 
that,  from  1 April  1974,  they  have  been  subject  to  special  prescription  for  narcotic 
drugs.  (1)  This  prescription  is  written  on  an  official  form  in  three  parts  with 
provision  for  carbon  copies  as  laid  down  in  article  30,  para  2 b ii  of  the  1961- 
Convention.  (2) 

Owing  to  the  strict  obligation  of  medical  prescription  there  is  in  the  Federal 
Republic  of  Germany  no  noteworthy  problem  with  regard  to  the  abuse  of 
psychotropic  medicaments  out  of  substances  listed  in  the  Convention  - except  for 
the  preparation  mandrax  (containing  methaqualone).  This  is  a substitute  in  the  drug- 
scene  being  abused  especially  by  employees  of  the  United  States  of  America 
Military  Forces  stationed  in  the  Federal  Republic  of  Germany.  According  to  the 
new  Law  on  Narcotic  Drugs  (Narcotics  Act),  whose  parliamentary  debate  has  not  yet 
been  concluded  at  this  stage  (3)  but  which  will  be  enacted  on  1 3uly  1981,  mandrax 
(methaqualone)  will  also  be  placed  on  the  same  footing  as  narcotic  drugs  and  may 
only  be  dispensed  on  special  prescription.  Substitute  drugs  which  have  in  recent 
years  occasionally  been  observed  in  the  drug-scene  include  Captagon  (containing 
Fenethyiiin),  Fortral  (Pentacozine)  and  Valium  (Benzodiazepine),  however,  this  did 
not  give  rise  to  any  problems.  These  preparations  are  not  placed  on  the  same 
footing  as  narcotic  drugs,  but  they  may  only  be  dispensed  on  medical  prescriptions. 
All  abused  substitute  drugs  play  only  an  inferior  role  in  the  Federal  Republic  of 
Germany  at  the  present  since  heroin  is  available  in  sufficient  quantities. 

As  far  as  the  medical  use  of  psychotropic  drugs  out  of  substances  of  the 
Convention  is  concerned,  this  report  is  only  to  deal  with  such  drugs  containing 
substances  out  of  Schedules  III  and  IV;  for  only  these  drugs  cause  problems  with  the 
implementation  of  the  Convention  in  the  Federal  Republic.  This  is  even  revealed  by 
the  number  of  these  medicaments  that  are  on  the  market  which  amount  to  approx. 
400.  It  would  be  going  too  far  to  list  even  a few  of  them.  It  is  to  be  pointed  out. 


* 


Bundesministerium  fur  Jungend,  Familie  und  Gesundheit,  Bonn,  Federal 
Republic  of  Germany. 


-78- 


however,  that  12  of  them  (cf.  Annex  U)  will  be  placed  on  exactly  the  same  footing 
as  narcotic  drugs  from  1 3uly  1983,  that  means  they  will,  inter  alia,  be  dispensed  on 
special  prescriptions  only.  But  also  all  the  other  drugs  (i.e.  preparations  along  the 
lines  of  article  3 para  2),  without  exception,  may  even  now  be  released  pursuant  to 
normal  medical  prescription  only  (in  keeping  with  article  9 paras  1 and  2).  In  this 
connection,  also  the  methaqualone-preparations  should  be  mentioned  of  which  there 
are  ^1.  The  new  law  places  28  of  these  on  exactly  the  same  footing  as  narcotic 
drugs  (cf.  Annex  J/J),  whereas  the  other  13  (cf.  Annex  N)  are  treated  as  "exempted 
preparations"  but  are  nevertheless  also  subject  to  normal  medical  prescription 
(article  9 paras  1 and  2).  In  rescheduling  methaqualone  out  of  the  list  of  Schedule  IV 
into  that  of  Schedule  II,  the  Federal  Republic  of  Germany  had  abstained  from  voting 
in  the  United  Nations  Commission  on  Narcotic  Drugs  in  February  1979  because  it 
had  considered  a rescheduling  into  the  list  of  Schedule  III  as  sufficient.  (4) 

In  summing  up  one  may  say  that  the  psychotropic  drugs  are  neither  a problem 
with  regard  to  medical  nor  to  non-medical  (illicit)  use  in  the  Federal  Republic  of 
Germany.  In  other  words,  this  Convention  would  not  have  been  required  for  national 
control  (5),  or  the  necessary  measures  could  have  been  initiated  by  amending  the 
Single  Convention  on  Narcotic  Drugs  accordingly.  Especially  on  the  latter  point,  the 
Federal  Republic  of  Germany  had,  however,  taken  a different  view  in  the  process  of 
preparing  this  Convention  when  it  was  stated  in  1969:  (6) 

"The  Federal  Government  agrees  to  the  intention  of  the  United  Nations  to 
take,  by  way  of  a Protocol,  certain  national  and  international  control  measures  for 
psychotropic  substances.  It  considers  that  the  control  of  psychotropic  substances 
should  be  ensured  largely  by  national  measures  and  that  international  measures 
should  remain  confined  to  the  necessary  minimum.  The  control  measures  laid  down 
in  the  Single  Convention  on  Narcotic  Drugs,  1961,  are,  in  the  opinion  of  the  Federal 
Government,  not  suited  for  application  to  psychotropic  substances,  so  that  the 
elaboration  of  a separate  Protocol  irrespective  of  the  Single  Convention  is 
considered  necessary." 

2.  Attitude  of  the  Federal  Republic  of  Germany  Towards  the 

Drawing  up  of  the  Convention 

The  Federal  Republic  of  Germany  attended  the  Plenipotentiary  Conference  for 
the  adoption  of  a Protocol  on  Psychotropic  Substances  in  Vienna  from  11  January  to 
21  February  1971.  Dr.  Danner  of  the  Federal  Ministry  for  Youth,  Family  Affairs  and 
Health  was  head  of  the  delegation.  (7)  The  Federal  Republic  of  Germany  was 
elected  into  the  Technical  Committee  and  the  Committee  on  Control  Measures.  (8) 
The  representative  of  the  Federal  Republic  of  Germany  explained  in  the  3rd  plenary 
meeting,  inter  alia:  (9) 

"that  the  Federal  Republic  of  Germany  wholeheartedly  approved  the  objectives  of 
the  draft  Protocol,  namely,  to  bring  under  control  the  psychotropic  substances  which 
were  being  abused  and  which  could  give  rise  to  dependence.  In  particular,  his 
delegation  supported  the  provisions  under  which  the  distribution  of  and  trade  in 
those  substances  and  their  preparations  would  be  made  subject  to  a licensing  system. 
His  delegations  also  supported  the  proposed  provisions  for  the  substances  included  in 
Schedules  I and  II  and  considered  that  the  regulations  governing  those  substances 
should  be  similar  to  those  embodied  in  the  Single  Convention.  In  the  case  of  the 
substances  in  Schedule  III,  he  thought  that  a declaration  should  only  be  required  for 
exports  and  imports,  as  provided  for  in  article  1 1 of  the  draft  Protocol.  As  to  the 
substances  in  Schedule  IV,  he  considered  that,  since  it  was  not  sufficiently  clear  that 
they  did  give  rise  to  dependence  and  since  no  appreciable  risk  of  abuse  was  involved, 
there  was  no  need  for  any  special  regulations." 
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In  keeping  with  this  general  principle,  the  representative  of  the  Federal 
Republic  of  Germany  made  fundamental  objections  to  including  the  substances  of 
Schedule  IV  into  the  Convention  (10)  and  also  particularly  to  exaggerated  measures 
of  control  with  the  substances  of  Schedule  III.  In  this  connection,  he  especially 
objected  to  the  relevant  regulations  in  articles  2,  3,  5,  8,  11,  12,  13,  15  and  16.  (11) 
As  the  Federal  Republic  of  Germany  did,  however,  not  succeed  with  its  motions  in 
the  votings  in  this  regard,  it  abstained  in  the  final  voting  on  the  Convention.  (12)  It 
was  not  among  the  23  countries  which  signed  the  Convention  in  Vienna  on  21 
February,  1971. 

3.  Signing  and  Ratification  of  the  Agreem«it  by  the  Federal 

Republic  of  Germany  and  the  Reasons  for  It 

Although  the  signing  was  refrained  from  in  Vienna,  the  Federal  Republic  took 
the  view  even  then  that,  within  4 to  5 years,  the  40  accessions  and  ratifications 
necessary  for  the  enforcement  of  the  treaty  would  be  effected.  One  started  from 
the  fact  that,  with  importing  or  exporting  the  substances  listed  in  the  treaty,  after 
the  coming  into  force  of  the  Convention,  the  Member  Countries  would  demand  from 
their  trade  partners  the  application  of  the  conditions  of  import  and  export  provided 
for  in  the  Convention  regardless  of  whether  the  trading  partner  would  be  a member 
country  or  not. 

Also,  the  Committee  of  the  Permanent  Representatives  of  the  European 
Communities  in  Brussels  came  to  the  understanding  on  4 November  1971  "that  the 
Member  Countries  want  to  sign  the  agreement  at  first."  Finally,  the  World 
Association  of  Medical  Doctors  recommended,  at  their  general  meeting  in  Ottawa  in 
September  1971,  an  early  ratification  to  the  governments.  (13)  Thereupon  the 
Federal  Government  signed  the  Agreement  in  New  York  on  23  December  1971 
subject  to  ratification.  Further  - even  if  not  especially  pronounced  - reasons  for 
signing  and  later  ratifying  the  Agreement  by  the  Federal  Republic  of  Germany  were: 

a)  the  awareness  of  international  solidarity  in  taking  worldwide  measures  against 
the  increasing  abuse  of  drugs, 

b)  a certain  moral  obligation  of  the  countries  with  exporting  pharmaceutical 
industry  towards  the  developing  countries  with  illegal  cultivation  of  narcotic  plants 
because  of  the  measures  to  be  carried  out  by  these  countries  pursuant  to  the  Single 
Convention  on  Narcotic  Drugs  and  its  forerunners, 

c)  the  appreciation  of  the  necessity  of  an  internationally  coordinated  control  of 
psychotropic  substances  in  their  manufacture  and  in  international  trade, 

d)  to  enhance  the  reputation  of  the  German  pharmaceutical  industry  in  the  world 
which  is  facing,  in  the  interest  of  international  solidarity,  considerable  restrictions 
and  controls  through  the  implementation  of  this  Agreement  although,  at  the  national 
level,  there  are  no  indications  of  the  population  being  endangered  by  psychotropic 
substances  and  drugs  in  the  Federal  Republic  of  Germany. 

This  open-mindedness  which  official  and  legislative  bodies  in  the  Federal 
Republic  show  towards  the  treaty  may  of  course  not  be  expected  to  the  same  extent 
from  the  affected  business  circles  of  pharmaceutical  industry  and  trade.  To  them, 
the  Convention  means  a serious  intervention  into  business  life  which  is  unnecessary 
from  their  point  of  view  because  of  the  sufficient  national  control  in  form  of 
mandatory  medical  prescription.  It  is,  therefore,  understandable  that  these  circles 
objected  to  the  treaty,  its  ratification  and  its  transposition  into  national  law. 
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on that  account,  national  legislation  had  to  create  a balance  between,  on  one 
hand,  the  international  and  our  foreign  policy  interests  in  the  ratification,  and  on 
the  other,  the  national  interests  in  a transposition  into  German  law  allowing  for  the 
concerns  of  the  affected  business  circles  in  an  adequate  way. 

Before  a ratification  could  take  place,  therefore,  the  effects  on  national  law 
and  on  the  affected  professional  and  other  specialized  associations  (medical  doctors, 
pharmacists  as  well  as  pharmaceutical  industry  and  wholesale  trade)  had  to  be 
examined.  Besides,  national  legislature  was,  at  first,  fully  engaged  in  ratifying  the 
Single  Convention  on  Narcotic  Drugs,  1961  (1973)  and  its  Amending  Protocol  of  1972 
(1974)  as  well  as  the  introduction  of  the  special  prescriptions  for  narcotic  drugs 
(1974).  The  idea  of  simultaneously  ratifying  the  Psychotropic  Convention  and 
transposing  it  into  national  law  failed  because  of  other  priorities  of  legislature  (Law 
on  Drugs,  1976)  and  shortage  of  staff.  Thus  it  was  decided  to  give  preference  to  the 
ratification  and,  in  doing  so,  clarify  the  effects  on  national  law  as  far  as  possible  at 
first.  At  this  time  the  Federal  Government  decided  - contrary  to  its  previous 
attitude  - to  create  only  one  law  which  encompasses  all  the  substances  of  the  Single 
Convention  and  the  Psychotropic  Convention  and  which  meets  their  requirements. 

During  the  process  of  examining  the  Psychotropic  Convention  for  possible 
ratification,  the  pharmaceutical  industry  as  well  as  the  trade  industry  objected, 
above  all,  to  the  inclusion  of  preparations  of  substances  listed  in  Schedules  III  and  IV 
pursuant  to  article  3 para  1,  against  the  mandatory  security  measures  pursuant  to 
article  8 para  2c  and  against  the  obligations  concerning  record-keeping  pursuant  to 
article  11  paras  2 and  4.  In  this  connection,  it  was  also  pointed  out  that  other 
industrial  nations  had  reluctant  attitudes  towards  any  ratification  whereas  the 
Federal  Government  was  urging  to  expedite  it.  Finally,  the  examination  was 
concluded  with  the  result  that,  after  exhausting  all  the  possibilities  of  article  3 para 
2 (exceptions  for  preparations),  difficulties  would  arise,  if  at  all,  when  implementing 
article  11  para  2 and  4.  In  ratifying  the  Convention,  therefore,  legislative  bodies 
decided  to  make  the  two  following  reser'vations: 

(i)  In  respect  of  article  Ilf  paragraph  2 (only  regarding  Schedule  III): 

In  the  Federal  Republic  of  Germany,  manufacturers,  wholesale  distributors, 
importers  and  exporters  are  not  required  to  keep  records  of  the  type  described  but 
instead  to  mark  specifically  those  items  in  their  invoices  which  contain  substances 
and  preparations  in  Schedule  III.  Invoices  and  packaging  slips  showing  such  items  are 
to  be  preserved  by  these  persons  for  a minimum  period  of  five  years. 

Justification: 

In  the  Federal  Republic  of  Germany,  about  50  preparations  out  of  substances 
listed  in  Schedule  III  are  manufactured  and  sold.  With  regard  to  the  different  sizes 
of  packages  and  ways  and  means  of  application,  there  are  approximately  150 
different  kinds  of  ready-to-sell  packages.  Because  of  the  multitude  of  these  various 
packages  and  the  large  quantity  of  pharmacies  (approximately  14  000)  and 
pharmaceutical  wholesale  dealers  (approximately  160)  of  the  complete  assortment, 
the  keeping  of  detailed  recordings  required  by  the  Convention  would  cause  for  the 
manufacturers  (who  dispense  medicaments  direct  to  hospital  pharmacies), 
wholesalers,  importers  and  exporters  inadequate  and  unreasonable  changes, 
incriminations  and  impediments  to  the  production  and  working  process  which  could 
only  be  managed  by  an  inexpedient  display  of  personnel  and  expenses. 

(ii)  In  respect  of  article  11  j paragraph  4: 

In  the  Federal  Republic  of  Germany,  the  persons  and  institutions  named  in  this 
provision  will  keep  separate  files,  for  at  least  five  years,  of  invoices  showing  items 
that  contain  substances  and  preparations  in  Schedule  III  which  they  have  received 
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from  the  persons  named  in  article  11  paragraph  2,  and  will  once  a year  determine 
their  stock  of  substances  and  preparations  in  Schedule  III.  Any  other  acquisition  and 
any  disposal  or  removal  without  prescription  of  substances  and  preparations  in 
Schedule  III  will  be  recorded  separately.  These  records  will  likewise  preserved 
for  five  years. 

Justification: 

The  wording  of  the  directions  of  the  Convention  indicates  a permanent 
availability  of  the  data  required.  But  because  of  the  multitude  of  the  various 
packages  and  the  large  quantity  of  patients  obtaining  prescribed  drugs  in 
pharmacies,  permanent  record-keeping  on  the  acquisition  and  sale  of  preparations 
out  of  substances  listed  in  Schedule  III  are  just  as  unreasonable  for  pharmacies, 
hospitals  and  scientific  institutes  as  the  detailed  record-keeping  is  for  the 
aforementioned  enterprises  according  to  article  1 1 para  2. 

4.  National  Legislation  in  the  Federal  Republic  of  Germany 
Based  on  the  Convention 


When  the  Law  on  the  Ratification  was  passed  in  Parliament  in  July  1976 
Parliament  had  then  requested  the  Federal  Government  to  submit  with  no  delay  a 
new  Law  on  Narcotic  Drugs  which  should  integrate  the  necessary  regulations  of  the 
1961  and  1971  Conventions.  Due  to  shortage  of  personnel  this  reform  could  not, 
however,  be  started  before  the  spring  of  1978  after  the  entry  into  force  of  the 
Convention  in  the  Federal  Republic  of  Germany. 

The  Reform  of  Narcotic  Drug  Legislation  in  the  Federal  Republic  of  Germany 
is  based  upon  the  idea  to  compress  and  to  simplify  the  entire  legal  subject  so  far  laid 
down  within  one  law  and  16  regulations  into  one  law  and  4 regulations.  As 
mentioned  above  it  had  been  fully  determined  at  that  time  that  the  psychotropic 
substances  covered  by  the  convention  and  the  Psychotropic  Convention  itself  ought 
also  to  be  integrated  into  this  reform.  Therefore,  German  legislation  refers  to 
"narcotic  drugs"  only;  no  differentiation  is  made  between  narcotic  drugs  and 
psychotropic  substances.  The  endeavours  for  simplification  are  based  on  the  idea 
that  German  legislation  provides  for  the  following  classifications  and  grades  with 
regard  to  the  distribution  of  drugs  and  narcotic  drugs: 


drugs 

(only  national  control) 

narcotic  drugs 
(national  and 
international) 
control) 


generally  available 
available  in  pharmacies  only 
prescription  - only  drugs 
subject  to  special  prescription 

licit  narcotic  drugs  - but  not  available  as  such  on 
special  prescription 
illicit  narcotic  drugs 


The  line  between  normal  mandatory  prescription  and  mandatory  special 
prescription  for  narcotic  drugs  (official  forms  according  to  article  30  para  2 b ii  of 
the  Single  Convention)  constitutes  at  the  same  time  the  line  between  drugs  (without 
international  control)  on  the  one  hand  and  narcotic  drugs  and  psychotropic 
substances  (under  international  control)  on  the  other  hand.  This  clear  distinction  is 
being  determined  by  the  individual  classification  of  the  single  substances  in 
accordance  with  scientific  recommendations  by  the  World  Health  Organization, 
decisions  by  the  United  Nations  Commission  on  Narcotic  Drugs  and  the  Single  and 
Psychotropic  Conventions.  This  line  should  not,  however,  become  indistinct  by 
establishing  a schedule  of  narcotic  drugs  or  psychotropic  preparations  which. 
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although  under  international  control,  are  only  subject  to  normal  mandatory 
prescription,  thus  not  to  mandatory  prescription  for  narcotic  drugs,  i.e.  possibly  the 
drugs  from  substances  of  the  Schedules  III  and  IV  to  the  Convention. 

If,  however,  such  an  ambiguous  position  for  approximately  UOO  drugs  were  not 
to  be  created  - at  the  time  of  the  ratification  of  the  Convention  in  1976  estimates 
amounted  to  300  only  - and  the  variety  of  preparations  that  are  not  abused  and  are 
in  their  medical  application  exclusively  subject  to  normal  mandatory  prescription 
should  not  be  subjected  to  full  narcotic  drug  control,  it  was  necessary  to  use  at  large 
scale  the  possibilities  of  Article  3 para  2 of  the  Convention  (exempting  the 
preparations).  This  was  a clear  and  simple  solution  in  consequence.  On  the  other 
hand,  however,  simplified  legislation  also  entailed  a simplification  of  the  very 
differentiated  control  measures  as  provided  under  the  Convention,  i.e.  sometimes 
even  more  strict  regulations  had  to  be  introduced  than  in  the  Convention  itself 
(article  23).  Therefore,  notwithstanding  Article  12  para  2,  import  and  export 
authorizations  will  in  future  also  be  required  for  substances  of  the  Schedules  III  and 
IV  and  for  12  preparations  from  substances  of  Schedule  III  (see  Annex  II).  In 
addition,  all  40  preparations  not  exempted  according  to  Article  3 para  2 (28 
methaqualone  preparations  and  12  preparations  from  substances  of  Schedule  III)  may 
only  be  dispensed  - beyond  the  requirement  of  Article  9 para  2 - on  presentation  of 
a special  prescription  for  narcotic  drugs  (official  form). 

Under  the  aspect  of  licit  use  and  trade  all  narcotic  drugs  have  been  divided 
into  three  schedules  (see  Annex  V): 

(i)  illicit  narcotic  drugs  (e.g.  cannabis,  heroin,  phencyclidine,  lefetamine  and  all 
the  substances  of  Schedule  I to  the  Psychotropic  Convention), 

(ii)  licit  narcotic  drugs  - but  not  available  as  such  on  special  prescription  (used 
only  as  raw  materials  and  intermediates  such  as  coca-leaves,  codeine,  poppy  straw 
concentrate,  papaver  bract eatum  and  somniferum,  thebaine), 

(iii)  licit  narcotic  drugs  available  on  special  prescription. 

Schedule  III  is  again  subdivided  into  the  sections  A,  B and  C.  This  division  is 
actually  unnecessary  and  does  not  represent  different  legal  effects  or  different 
degrees  of  danger.  It  is  only  of  optical  and  historical  importance:  Part  A comprises 
the  traditional  narcotic  drugs  available  on  special  prescription,  i.e.  those  of  the 
Single  Convention  and  Schedule  II  of  Psychtropic  Convention  including 
methaqualone.  Part  B covers  the  narcotic  drugs  available  on  special  prescription  of 
Schedule  III  and  Part  C of  Schedule  IV  of  the  Convention.  In  a few  years  this 
division  can  be  dispensed  with  and  all  substances  of  Annex  III  will  be  summarized  by 
alphabetical  order. 

The  levels  for  preparations  exempted  according  to  Article  3 para  2 were 
established  as  follows  in  the  Federal  Republic  of  Germany: 

As  an  abuse  of  preparations  from  substances  of  Schedules  III  and  IV  of  the 
Convention  can  hardly  be  registered  in  the  Federal  Republic  of  Germany  and  as  any 
of  these  preparations  are,  without  exception,  subject  to  mandatory  prescription, 
thus  to  control  measures  under  Article  9 paras  1 and  2,  all  preparations  from  the 
substances  of  Schedule  IV  were  exempted  in  the  Federal  Republic  of  Germany 
according  to  Article  3 para  2 (see  Annex  V Schedule  III,  Part  C).  This  applies  as 
well,  when  the  preparation  contains  codeine  and  one  other  substance  from  Schedule 
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III  or  IV.  The  entire  quantity  of  psychotropic  substances,  however,  must  not  exceed 
the  lower  limit  of  the  two  substances  (see  Annex  V,  Schedule  III,  Part  C).  The  levels 
fixed  for  the  individual  substances  are  so  high  that  all  preparations  on  the  market 
made  from  substances  of  Schedule  IV  fall  hereunder.  This  is  above  all  justified 
because  the  barbiturates  mentioned  in  Schedule  IV  are  long-acting  substances 
supposed  to  be  abused  relatively  seldom.  Apart  from  glutethimide  Schedule  III  lists 
the  barbiturates  of  short-  and  medium-action  which,  in  comparison,  are  being 
abused  more  often.  Of  approximately  60  preparations  from  substances  of  Schedule 
III  12  preparations  are  therefore  placed  on  the  same  footing  as  narcotic  drugs 
containing  these  substances  in  high  doses.  The  remainder  of  the  preparations  were 
exempted  because  they  are  only  low  dosaged  and  are,  in  addition,  being  used  in 
combination  with  other  active  substances  so  that  a risk  of  abuse  has  not  to  be 
feared.  Finally,  the  situation  in  the  Federal  Republic  of  Germany  allows  for  the 
exemption  of  13  preparations  with  a low  percentage  of  methaqualone  (up  to  100  mg) 
(see  Annex  IV  and  Annex  V,  Schedule  III,  Part  A).  "Mandrax"  (250  mg 
methaqualone),  abused  in  the  drug  scene  is,  however,  together  with  27  other 
methaqualone  preparations  being  placed  on  the  same  footing  as  narcotic  drugs  (see 
Annex  III,  p.  2),  i.e.  it  is  subject  to  the  legal  control  of  and  to  the  mandatory 
prescription  for  narcotic  drugs.  Thus,  the  new  Law  on  Narcotic  Drugs  in  the  Federal 
Republic  of  Germany  has  placed  another  40  drugs  under  the  same  footing  as  narcotic 
drugs. 

The  Federal  Government  has  also  heard  scientists  on  the  topic  of  establishing 
limits  for  exempted  preparations.  Here,  it  became  evident  that  there  is  no  exact 
scientific  justification  concerning  the  quantity  of  a substance  for  which  a limit  has 
to  be  established.  The  scientists  also  doubt  whether  the  separation  of  the 
substances  in  Schedules  III  and  IV  is  reasonable  at  all  and  have  pointed  out  that, 
according  to  their  opinion,  the  substances  in  Schedules  III  and  IV  have  been  listed 
somewhat  arbitrarily,  and  schedules  of  dependence-producing  substances  such  as  the 
benzodiazepines  and  the  phenothiazines  have  not  been  included. 

The  exceptions  have  been  provided  for  in  full  conformity  with  Article  3 para  3 
a to  f.  In  addition,  and  this  has  to  be  repeated  again  and  again,  none  of  these 
exempted  preparations  is  exempted  from  the  control  measure  of  Article  9 paras  1 
and  2,  i.e.  from  mandatory  medical  prescription.  Exempted  preparations  are  subject 
to  the  full  control  under  narcotic  drug  legislation  until  they  have  been  dispatched  by 
the  manufacturers  to  the  first  purchaser.  This  means  that:  the  manufacturers  of 
exempted  preparations  have  to  comply  with  the  regulations  of  Articles  8 and  15. 
They  have  to  keep  records  according  to  Article  11  para  6.  Thus,  the  obligation  of 
notification  on  the  part  of  the  Government  according  to  Article  16  para  4 is  also 
ensured.  With  regard  to  exempted  preparations,  embargos  to  such  countries  have  to 
be  observed  which  have  prohibited  the  import  (Article  13).  In  summary  it  can  be 
said  that  both  the  Single  Convention  and  the  Psychotropic  Convention  have  been 
implemented  as  follows  in  the  Federal  Republic  of  Germany: 

(i)  No  distinction  is  made  between  narcotic  drugs  and  psychotropic  substances  - 
any  of  these  substances  and  non-exempted  preparations  fail  under  the  legal 
designation  of  "narcotic  drugs." 

(ii)  No  different  control  measures  are  taken  with  regard  to  the  substances  in 
Schedules  II,  III  and  IV  - the  same  control  measures  as  for  narcotic  drugs  apply  to 
all,  i.e.  complete  manufacture-,  trade-,  import-  and  export-control  (authorization) 
and  distribution  control. 
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(iii)  Subject  to  the  same  full  control  under  narcotic  drug  legislation  (also  to 
mandatory  special  prescription  for  narcotic  drugs)  are  the  preparations  from 
substances  of  Schedules  II  and  III  with  the  exception  of  13  methaqualone 
preparations  (see  Annex  IV)  and  approximately  50  preparations  from  substances  of 
Schedule  III. 

(iv)  These  13  methaqualone-preparations  and  approximately  50  preparations  from 
substances  of  Schedule  III  as  well  as  all  preparations  from  substances  of  Schedule  IV 
(about  340)  are  treated  as  "exempted  preparations"  within  the  meaning  of  Article  3 
para  2 and  are  supervised  according  to  Article  3 para  3 a to  f.  All  these 
preparations  may  only  be  dispensed  with  a medical  prescription  (Article  9 paras  1 
and  2). 

(v)  Given  this  implementation  of  the  Convention  the  reservations  made  at  the 
ratification  of  the  Convention  are  no  longer  required  and  could  be  withdrawn 
(Article  32  para  5). 

(vi)  The  new  narcotic  drug  legislation  in  the  Federal  Republic  of  Germany  shall 
enter  into  force  on  1 3uly  1981.  The  12  non-exempted  preparations  from  substances 
of  Schedule  III  (see  Annex  II)  are  still  treated  as  exempted  preparations  until  30  3une 
1983.  (14) 

5-  Potential  Cwisequences  of  the  Implementation  of  the  Convention 

The  abuse  of  the  non-exempted  preparations  from  methaqualone  - especially 
"Mandrax"  (see  Annex  III)  and  from  substances  of  Schedule  III  (see  Annex  II)  will 
stop,  because  these  40  preparations  may  henceforth  only  be  dispensed  on 
presentation  of  a special  prescription  for  narcotic  drugs.  According  to  experiences 
made,  this  measure  has  resulted  in  a considerable  decrease  in  the  medical 
prescription  of  narcotic  drugs.  (2)  Since  the  introduction  of  special  prescription 
forms  on  1 April  1974  the  number  of  narcotic  drugs  prescriptions  have  decreased  by 
60%  until  the  end  of  1978.  Placing  a substance  on  the  same  footing  as  narcotic 
drugs  therefore  means  in  general  for  the  preparations  concerned  (i.e.  inasmuch  as 
these  are  non-exempted  preparations)  a considerable  decrease  in  sales,  i.e. 
economic  losses  for  the  manufacturer.  Therefore,  the  pharmaceutical  industry 
opposes  strongly  to  the  introduction  of  control  measures  under  narcotic  drug 
legislation  with  regard  to  new  substances  and  preparations. 

A close  control  is  ensured  with  regard  to  the  manufacture,  trade,  import, 
export,  and  the  medical  application  of  all  psychotropic  substances  of  the  Convention 
as  well  as  of  the  non-exempted  preparations  from  substances  of  the  Schedules  II  and 
III  and  with  regard  to  the  manufacture  and  first  distribution  at  the  manufacturer  of 
exempted  preparations  from  substances  of  Schedules  II  to  IV.  This  control  serves 
both  national  and  international  interests.  At  the  international  level  the  control  will, 
however,  remain  incomplete  as  long  as  the  Convention  is  not  ratified  and 
implemented  globally. 

6.  Summary  and  Final  Remarks 

The  implementation  of  the  Convention  as  described  above  will  probably  not 
cause  any  difficulties  in  the  Federal  Republic  of  Germany.  Here,  the  Federal 
Republic  demonstrated  a way  of  how  international  drug  control  can  be  simplified. 
The  biggest  problem  for  nations  with  extensive  pharmaceutical  industry  might  be 
the  problem  of  the  integration  of  preparations  from  substances  of  the  Schedules  III 
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and  IV.  This  problem  can,  of  course,  also  be  solved  by  differentiated,  graded  and 
thus  by  very  complicated  control  measures.  The  Convention  itself  has  followed  this 
other  way  at  the  price  of  a complication  and  inflation  of  international  drug 
legislation  by  a completely  new,  additional  Convention  which,  as  to  its  sophisticated 
regulations,  can  only  be  perceived  by  experts,  but  differs  only  slightly  in  its  basic 
concepts  from  the  Single  Convention  on  Narcotic  Drugs.  This  entails  considerable 
unnecessary  work  not  only  for  the  member  States  but  also  for  the  international 
authorities  involved  in  the  implementation  of  the  Convention  such  as  the  United 
Nations  Division  of  Narcotic  Drugs,  the  International  Narcotics  Control  Board  and 
the  World  Health  Organization.  Most  of  the  measures  have  to  be  taken  twice;  once 
for  narcotic  drugs  and  once  for  psychotropic  substances.  It  is  considered  that  the 
immense  progress  in  international  drug  legislation  which  has  been  achieved  by  the 
Single  Convention  on  Narcotic  Drugs  and  the  Psychotropic  Convention  is 
appreciable.  However,  it  is  under  the  aspect  of  extended  control  that  new 
dangerous  substances  can  be  controlled.  This  can,  unfortunately,  only  be  considered 
as  a regrettable  legislative  regression. 

Therefore,  the  Federal  Republic  of  Germany  has  endeavoured  to  combine  both 
principles,  that  of  an  adequate  extension  of  control  and  that  of  the  uniformity  and 
simplification  of  legislation,  into  a reasonable  synthesis.  The  new  Law  on  Narcotic 
Drugs  of  the  Federal  Republic  of  Germany  might  be  a reasonable  compromise  that 
could  only  be  achieved  by  application  of  several  stricter  control  measures  with 
regard  to  the  Convention  on  the  one  hand  (Article  23)  and  by  an  extended  exemption 
of  preparations  (Article  3 para  2)  adjusted  to  national  conditions  and  requirements 
on  the  other  hand. 

It  is  surprising  to  see  how  little  the  control  regulations  for  the  individual 
substances  of  Schedules  II,  III  and  IV  in  the  Convention  differ.  Therefore,  it  has  to 
be  asked  whether  the  legislative  endeavours  were  worth  it.  The  differences  are  only 
present  as  far  as  the  records  and  the  import  and  export  authorizations  are 
concerned,  namely  in  Articles  11  and  12.  Furthermore  we  have  to  question  why,  at 
all,  four  schedules  had  to  be  elaborated  and  whether  they  were  really  necessary. 
The  criteria  of  a division  and  grading  into  four  schedules  are  a combination  between 
the  moment  of  public  health  endangerment  and  the  therapeutic  benefit.  (15)  It 
might  be  very  difficult  if  not  impossible  to  provide  a precise  scientific  justification 
for  the  classification  of  all  the  substances  mentioned  into  four  schedules.  If  this 
cannot  be  done  I would  consider  it  more  advisable  to  renounce  such  detailed 
differentiations.  Anyway,  every  classification  of  narcotic  drugs  and  psychotropic 
substances  into  several  schedules  according  to  degrees  of  risks  seems  to  be  critical 
scientifically  and  can  produce,  internationally,  considerable  difficulties  in  the 
implementation  of  the  Convention,  as  the  different  countries  have  different  opinions 
on  the  risks  involved. 

This  has  become  most  evident  in  the  course  of  the  brief  history  of  the 
Convention  since  its  entry  into  force  in  1976,  for  the  differences  between  the 
Schedules  II  to  IV  become  more  and  more  blurred  at  the  international  level.  Here 
are  a few  relevant  examples? 

(i)  the  rescheduling  of  methaqualone  from  Schedule  IV  to  Schedule  !I  (in  South 
Africa  even  Schedule  I,  whereas  in  Thailand  Schedule  III),  (16) 

(ii)  the  question,  whether  phenobarbital  and  lefetamine  are  classified 
satisfactorily,  (17) 
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(iii)  the  classification  of  secobarbital  in  Thailand  in  Schedule  II  instead  of  III  and  of 
meprobamate  in  III  instead  of  IV.  (18) 

This  refined  system  of  lists  also  makes  itself  dubious  because  it  does  not  consider 
other,  perhaps  more  dangerous  substances  in  the  Convention  - so  experts  say.  In  my 
opinion  it  is,  above  all  important  that  international  and  national  measures  are  in 
uniformity.  If,  for  example,  phenobarbital  on  the  one  hand  is  not  deleted  from  the 
Schedules  to  the  Convention  for  the  mere  reason  that  the  countries  may,  on  the 
other  hand,  supply  it  without  prescription  for  medical  purposes  according  to  Article 
9,  (19)  the  insurmountable  gap  between  the  alleged  international  demand  for  control 
and  the  national  renunciation  on  any  control  in  the  medical  field  of  application 
becomes  obvious.  These  measures  do  not  correspond  with  each  other;  they  are  even 
contradictory.  Yet  they  are,  I regret,  in  conformity  with  the  regulations  of  the 
Convention.  This,  however,  cannot  be  the  aim  of  an  international  Convention  on 
drug  control. 

Given  such  deliberations  and  the  experiences  made  with  the  amendment  of  the 
legislation  in  the  Federal  Republic  of  Germany  and  with  international  drug  control, 
the  most  important  organizational  tasks  and  priorities  with  regard  to  psychotropic 
substances  might  have  to  be  defined  as  follows: 

a)  The  list  of  Annex  IV  should  immediately  be  checked  by  the  World  Health 
Organization  with  regard  to  which  substances  have  indeed  to  remain  under 
international  control  because  of  their  potential  risks.  Otherwise,  international 
control  and  potential  national  exemptions  will  diverge  too  much  from  each  other.  A 
Schedule  IV  so  adjusted  could,  under  pharmacological  and  addiction-producing 
aspects,  be  separated  and  distinguished  even  less  from  Schedule  III  than  up  to  now. 

b)  The  inclusion  of  new  substances  has  to  be  examined  by  applying  a highly 
exacting  standard.  This  is  the  most  important  and  most  difficult  preliminary 
decision  in  connection  with  the  international  Convention  on  Narcotic  Drugs  asked 
for  by  international  scientists  under  the  auspices  of  the  World  Health  Organization. 
They  have  to  examine  whether  a substance  - viewed  unbiased  and  dispassionately  -is 
considered  to  be  so  dangerous  that  it  has  to  be  subjected  to  international  control  or 
not,  no  matter  what  the  consequences  will  be.  The  final  decision  upon  the 
recommendation  of  the  World  Health  Organization  is  then  up  to  the  United  Nations 
Commission  on  Narcotic  Drugs  whose  members  will  of  course  consider  other 
principles  as  purely  scientifical  as  well. 

c)  It  can  be  derived  from  items  a)  and  b)  that  the  margin  between  drugs  not 
falling  under  international  control  and  internationally  controlled  narcotic  drugs  and 
psychotropic  substances  could  be  elevated  a little  in  order  to  avoid  the  possibility  of 
countries  feeling  compelled  to  admit  too  many  exemptions  among  the  preparations. 

d)  All  substances,  however,  which  exceed  this  risk-level  can  and  should  be 
subjected  to  the  same  control  measures  in  the  long  run.  The  only  distinction  ought 
to  be  whether  the  substances  and  preparations  are  envisaged  and  admitted  for 
medical  application  or  not.  Any  further  differentiation  into  four  schedules 
according  to  major  or  minor  risks  among  the  substances  once  classified  under  the 
Convention  as  dependence-producing  will  in  the  long  run  cause  difficulties  and 
insufficiencies  and  render  international  control  slow  instead  of  more  efficient.  With 
a system  of  lists  simplified  this  way  international  drug  legislation  could,  after  all,  be 
simplified  and  the  two  Conventions  could  be  merged  into  a comprehensible 
international  treaty  in  the  end. 
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APPENDIX  1 

Year  in  which  the  substances  of  the  Convention 
on  Psychotropic  Substances,  1971,  were  placed  under 
the  same  footing  as  narcotic  drug^ 

List  of  substances  in  Schedule  I 

1.  DET  1974 

2.  DMHP  1974 

3.  DMT  1974 

4.  LSD,  LSD-25  1967 

5.  MESCALINE  1967 

6.  PARAHEXYL  1974 

7.  PCE 

8.  PCPYorPHP 

9.  PSILOCINE,  PSILOTSIN  1967 

10.  PSILOCYBINE  1967 

11.  STP,  DOM  1971 

12.  TCP 

13.  TETRYHYDROCANNABINOLS  1971 

List  of  substances  in  Schedule  II 

1.  AMPHETAMINE  1941 

2.  DEXAMPHETAMINE  1971 

3.  MECLOQUALONE 

4.  METHAMPHETAMINE  1941 

5.  METHAQUALONE 

6.  METHYLPHENIDATE  1971 

7.  PHENCYCLIDINE 

8.  PHENMETRAZINE  1971 
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APPENDIX  2 

Non-^xempted  preparaticms  containing  substances 
listed  in  Schedule  HI  of  the  1971  Convention 


1)  AMOBARBITAL 

Schiwanox'  'tablets 


Schi-Wa  Arzneimittelwerk,  ^518  Glandorf 
Amobarbital  200  mg 

Stadadorm^^^tablets 


Stada-Arzneimittel  AG,  6368  Bad  Vilbel  ^ 
Amobarbital  200  mg 

(R) 

Somvit^  'two  phases  tablets 


Dr.  Thiemann  GmbH,  ^670  Liinen 

Amobarbital  125  mg,  Glutethimid  125  mg. 
Promethazin-HCL  7,5  mg 


Neurovegetalin 


(R) 


forte  dragees 


Verla-Pharm  Arzneimittelfabrik,  8132  Tutzing 
u.a.  Amobarbital  15  mg, 

Phenobarbital  10  mg, 

Meprobamat  125  mg. 


2)  CYCLOBARBITAL 
(R) 

Somnupan^  'suppositories 

L.  Merckle  KG,  7902  Blaubeuren 

Cyclobarbital  250  mg,  Meprobamat  200  mg, 

l-Phenyl-2,3-dimethyl-^-isoprophylamino- 

pyrazolono 

(R) 

Somnupan^  'tablets 


L.  Merckle  KG,  7902  Blaubeuren 

Cyclobarbital  200  mg,  Meprobamat  100  mg, 
Carbromal  100  mg,  Acidum  N-methylcyclohexenyl- 
methyl-barbituricum  150  mg 


Proponal 


(R) 


suppositories 


Cascan  GmbH,  6200  Wiesbaden-Schierstein 
Cyclobarbita-Calcium  200  mg, 
Meprobamat  300  mg 
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Proponal^^^tablets 

Cascan  GmbH,  6200  W iesbaden-Schierstein 
Cyclobarbital-Calcium  100  mg, 
Meprobamat  200  mg 


3)  GLUTETHIMIDE 
Doriden^^^forte  tablets 

CIBA  Pharmazeutika,  Ciba-Geigy  GmbH,  7867  Wehr /Baden 
Glutethimid  400  mg 

4)  PENTOBARBITAL 
None 

5)  SECOBARBITAL 
Medinox^^^tablets 


Dr.  R.  Pfleger  Chemische  Fabrik  GmbH,  8600  Bamberg  2 
Secobarbital-Natrium  150  mg, 
Cyclobarbital-Calcium  50  mg 

fR) 

Vesparax^  ^tablets 

UCB  Chemi  GmbH,  5159  Sindorf 

Secobarbital-Natrium  150  mg, 

Etodrozinin  39  mg, 

Brallobarbital-Calcium  50  mg 

(R) 

Tempidorm^  '^tablets 

Roland  Arzneimittel  GmbH,  4300  Essen  1 
Secobarbital  Calcium  125  mg. 

Cyclobarbital  Calcium  65  mg, 

Bromisoval  30  mg,  Carbromal  65  mg 
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APPENDIX  3 

Nwi-exempted  preparations  containing 
METHAQUALONE 


Toquizon^  ^suppositories 

Swiss-Pharma  GmbH,  7850  LSrrach 

Methaqualone  400  mg,  Diphenhydramin-HCL  40  mg 

Biosedon^  'retard  tablets 


Dr.  med.  Hans  Voigt,  Pharm.  Fabrik  GmbH,  1000  Berlin  28 
Methaqualone  300  mg,  Aneurinnitrat  15  mg, 
Cyanocobalamin  0,02  mg,  Pyridoxin-HCL  10  mg 

(R) 

Revonar  'retard  tablets 

Cascan  GmbH,  6200  Wiesbaden-Schierstein 
Methaqualone  300  mg 

(R) 

Dulcipan^  'suppositories 

Hormosan-Kwizda  GmbH,  6000  Frankfurt  60 

Methaqualone  250  mg,  Paracetamol  0,3  g, 
Propyphenazon  0,35  g 

Eatan^^^tablets 

Desitin-Werk  Carl  Klinke  GmbH,  2000  Hamburg  63 

Methaqualone  250  mg.  Promazine  25  mg  in  the 
form  of  Monophosphat 

Mandrax^^^tablets 


Albert  Roussel  Pharma  GmbH,  6200  Wiesbaden 

Methaqualone  250  mg,  Diphenhydramin-HCL  25  mg 

Somnibel^^^tablets 

UCB  Chemie  GmbH,  5159  Sindorf 
Methaqualone  250  mg, 

Etodroxizin-dimaleat  78  mg 

Staurodorm^  tablets 

Dolor giet  Peter  Doll  KG,  5300  Bonn  2 

Methaqualone  250  mg,  Carbromal  300  mg, 
Benactyzin-HCL  0,33  mg 
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Toquizon^^Wpsulae 

Swiss-Pharma  GmbH,  7850  Lorrach 

Methaqualone  250  mg,  Diphenhydramin-HCL  25  mg 

T oquizon^^^ablets 

Swiss-Pharma  GmbH,  7850  Lorrach 

Methaqualone  250  mg,  Diphenhydramin-HCL  25  mg 

(R) 

Normin-Nox^  xompositum  tablets 

Dr.  Herbrand  KG,  7614  Gengenbach 

Methaqualone  200  mg,  Meprobamat  200  mg 

Nyktogen^^^tablets 

Taeschner  <5c  Co.,  8831  Kipfenberg/Bayern 

Methaqualone  200  mg,  Meprobamat  250  mg, 
Bromisoval  150  mg 

Pro  Dorm  tablets 

Schurzholz  Arzneimittel  GmbH,  8000  Munchen  60 
Methaqualone  300  mg 

Omnisedan  duplex  capsulae 

Taeschner  & Co.,  8831  Kipfenberg/Bayern 
Methaqualone  300  mg 

Biosedon^  ^tablets 

Dr.  med.  Hans  Voigt,  Pharm.  Fabrik  GmbH,  1000  Berlin  28 
Methaqualone  200  mg,  Aneurinnitrat  15  mg 
Cyanocobalamin  0,02  mg,  Pyridoxin-HCL  10  mg 

Nor  mi-Nox^^  ^tablets 


Dr.  Herbrand  KG,  7614  Gengenbach 
Methaqualone  200  mg 

Rebuso^^^tablets 

Ravensberg,  Chemische  Fabrik  GmbH,  7750  Konstanz 
Methaqualone  200  mg,  Carbromal  200  mg, 
a-Bromisovalerianylurea  150  mg 

Renoval^^^tablets 


Cascan  GmbH,  6500  Wiesbaden-Schierstein 
Methaqualone  200  mg 
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(R) 

Sedanoct^  ^sleeping  tablets 

ICN  Pharmaceuticals  GmbH  & Co.,  3440  Eschwege 

Methaqualone  200  mg,  Methapyrilen-HCL  25  mg, 
Guajakoglycerinaether  200  mg 

Somnosan'  'tablets 


Hormosan-Kwizda  GmbH,  6000  Frankfurt  am  Main  60 
Methaqualone  200  mg,  Carbromal  200  mg, 
Bromisoval  150  mg 

Dulcipan^^^tablets 

Hormosan-Kwizda  GmbH,  6000  Frankfurt  60 

Methaqualone  150  mg.  Paracetamol  200  mg, 
Propyphenazon  250  mg 

(R) 

Neurocalm^  'dragees 

Efeka,  Friedrich  & Kaufmann,  3000  Hannover 

Methaqualone  20  mg,  Meprobamat  150  mg, 
2-Dimethylaminaethanolbitrartrat  (DMAe)  15  mg, 
Aneurinchlordihydrochlorid  10  mg, 

Pyridoxin-HCL  5 mg,  Cyanocobalamin  0,05  mg 

Tomed^^^tablets 


Togal-Werk  AG,  8000  Munchen  86 


Methaqualone  150  mg, 
Guajacolglycerinaether  75  mg 

(R) 

Toquizon  Napa^  'rectal  capsulae  for  children 


Swiss-Pharma  GmbH,  7850  Lorrach 

Methaqualone  125  mg,  Diphenhydramin-HCL  12,5  mg 
Paracetamol  200  mg 


Savedor  m^^^capsulae 


Dr.  Friedrich  Ebeth  Nachf.,  8458  Schnaittenbach 

Methaqualone  125  mg,  Methylpentynol  125  mg 

/R\ 

3urmun^  'tablets 


Methaqualone  100  mg, 
Pentobarbital-Natrium  110  mg 
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Diudorm^^^ablets 

Tropenwerke  Dinklage  & Co.,  5000  KSln  80 

Methaqualone  100  mg,  Glutethimid  100  mg 
chlorprothixen-HCL  10  mg 

Optinoxan^^^tablets 

Methaqualone  200  mg 
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APPENDIX  4 

Exempted  preparations  containing 
METHAQUALONE 


(article  3,  paragraph  2 
of  the  1971  Convention) 


(R) 

Toquizon  Napa^  Tectal  capsulae  for  infants 

Swiss-Pharma  GmbH,  7850  Lc5rrach 

Methaqualone  70  mg,  diphenhydramine-HCl  7 mg, 
paracetamol  170  mg 

(R) 

Dulcipan^  ^suppositories  for  children 

Hormosan-Kwizda  GmbH,  6000  Frankfurt  60 

Methaqualone  50  mg,  paracetamol  100  mg, 
propyphenazone  100  mg 

Lioftal^^^tablets 


Henning  Arzneimittel  KG,  6093  Floresheim  am  Main 

Methaqualone  50  mg,  inositolnicotinate  200  mg, 
etofyllin  50  mg,  ethaverine  20  mg 

(R) 

Cor-Bronchisan^  'tablets 


"Atmos"  Fritzching  <5c  Co  GmbH,  6806  Viernheim 

Methaqualone  ^0,0  mg,  theophyllin  40,0  mg, 
theobromine  40,0  mg,  guajacolglycerinether  5,0  mg, 
papaverine  HCl  20,0  mg,  nitroglycerin  (10%) 

2,5  mg,  (lactose-trituration)=  0,25  mg 
nitroglycerin,  calcium  ascorbate  6,0  mg,  bulb, 
scill.stand.  25,0  mg  equivalent  to  62,5  FD 

Silternum'  'tablets 


Lomapharm,  Rudolf  Lohmann  KG,  3254  Emmerthal  1 

Methaqualone  40  mg,  diphenhydramine-HCl  15  mg, 
l-(o-methoxphenoxy)-propane-2,3-diol  100  mg 

Daturmed^^^tablets 


Hochland  Chemie  GmbH,  8023  Grosshesselohe/Isartal 

Methaqualone  30  mg,  detropropoxyphene  30  mg, 
propyphenazone  150  mg,  phenacetine  200  mg 
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Dilavert^^^ablets 

Dolorgiet  Peter  Doll  KG,  5300  Bonn-Bad  Godesberg  1 
Methaqualone  30  mg,  theophyllin  30  mg, 
theobromine  30  mg,  caffeine  20  mg,  ethaverine- 
HCl  15  mg,  atropinsulfate  200  mg,  aminophenazone 
100  mg,  guajakolglycerinether  10  mg,  scilla- 
total  glucose  1 mg 

Dystoid^  Mragees 

Makara  GmbH,  4000  DUsseldorf  34 

Methaqualone  30  mg,  phenazone  and  phenobarbital 
in  an  equimolecular  ratio  27  mg,  papaverine- 
HCl  30  mg 

Esdesan^  Mragees 

AGM-Aktienges.f.med.Produkte,  1000  Berlin  21 

Methaqualone  30  mg,  extr.rad.valerianae  30  mg, 
extr.herb.visci  alb.  10  mg,  papaverine-HCl  1 mg 

(R) 

Esdesan  ^ x.Nitro  dragees 

AGM-Aktiengesellsch.f.med.Produkte,  1000  Berlin  21 

Methaqualone  30  mg,  extra.rad.valerianae  sicc. 

30  mg,  extr.herb.visci  alb.  sicc.  10  mg, 
papaverine-HCl  1 mg,  erythroltetranitrate  1,5  mg 

N itro-T  rommcardin^^^tablets 


H.  Trommsdorff,  Arzneimittelfabrik,  5110  Alsdorf/Rhld. 

Methaqualone  20  mg,  pentaerythrityltetranitrate 
(PETN)  30  mg,  potassium-D.L.-hydrogenaspartate- 
1/2  H2O  - 175  mg,  magnesium-bis-D.L.-hydro- 
genaspartate  - 4 H2O  - 175  mg 

(R) 

Spasmipront^  xapsulae  for  oral  use 

Heinrch  Mack  Nachf.,  7918  Illertissen/Bay. 

Methaqualone  20,0  mg,  fixed  onto  polystyrol- 
solfonic  acid  resins  approx.  66,0  mg, 
N-methylscopolamin  5,0  mg,  fixed  onto 
polystryolsulfonic  acid  resins  approx.  14,0  mg 

(R) 

Steno-Trommcardin'  'tablets 


H.  Trommsdroff,  Arzneimittelfabrik,  5110  Alsdorf/Rh. 

Methaqualone  20  mg,  pentaerythrityltranitrate 
(PETN)  10  mg,  potassium-D.L.-hydrogenaspartate 
1/2  H2O  175  mg,  magnesium-bis-D.L.-hydro- 
genaspartate  4 H2O  175  mg 
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APPENDIX  5 
Sdiedules 

of  the  Law  on  Narcotic  Drygs  in  the 
Federal  Republic  of  Germany  - 1%0 

Schedule  I (article  1,  para  1) 

(illicit  narcotic  drugs  - not  permitted  for  use) 


Acetorphine 

Acetyl  dihydrocodeine 

Acetylmethadol 

AUylprodine 

Alphacetylmethadol 

Alphameprodine 

Alphamethadol 

Alphaprodine 

Anileridine 

Benzethidine 
Benzylmorphine 
Bet  acetylmethadol 
Betameprodine 
Betamethadol 
Bet  a pro  dine 
Bezitr  amide 

Cannabis  (Marihuana) 

Cannabis  Resin  (Hashish) 

Clonitazene 
Codeine-N -Oxide 
Codoxim 

Desomorphine 
Diamorphine  (Heroin) 

Diam  promide 
Diethylthiambutene 
Diethyltryptamine  (DET) 

Dimenoxadol 

Dimepheptanol 

D im et ho xy m et hyl- am phetam ine  (DOM) 
Dimethylheptyltetra-hydrocannabinol  (DMHP) 
Dimethylthi am  butene 
Dimethyltryptamine  (DMT) 

Dioxaphetyl  Butyrate 

Didpipanone 

Drotebanol 

Ethyimethylthiambutene 

Etonitazene 

Etorphine 

Etoxeridine 
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Furethidine 

Hydromorphinol 

Hydroxypethidine 

Lefetamine  (SPA) 

Levomethorphan 
Levophenacylmorphan 
Lysergide  (LSD) 

Mescaline 

Metazocine 

Methyldesorphine 

Methyldihydromorphine 

Metopon 

Morpheridine 

Morphine-N-Oxide 

Myrophine 

Nicomorphine 

Noracylmethadol 

Nor  codeine 

Norlevorphanol 

Normorphine 

Norpipanon 

Oxym  or  phone 

Parahexyl 

Phenadoxone 

Phenampromide 

Phenazocine 

Phencyclidine 

Phenomorphan 

Phenoperidine 

Piminodine 

Proheptazine 

Properidine 

Psilocine 

Psilocin-(eth) 

Psilocybine 

Psilocybine-(eth) 

T etrahydrocannabinol 
Trimeperidine 

the  isomers,  unless  specifically  excepted,  of  the  drugs  in  this  Schedule 
whenever  the  existence  of  such  isomers  is  possible  within  the  specific 
chemical  designation; 

the  esters,  ethers  and  molecular  compounds,  unless  appearing  in  another 
schedule,  of  the  drugs  in  this  Schedule,  whenever  the  existence  of  such 
esters,  ethers  and  molecular  compounds  is  possible; 
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the  preparations  of  the  substances  listed  in  this  schedule  unless 

a)  without  being  applied  to  human  or  animal  bodies,  they  serve  diagnostic 
or  analytical  purposes  only  and  their  content  of  one  or  several  narcotic 
drugs  does  not  exceed  0,001  per  cent,  or 

b)  they  are  specifically  excepted. 
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Schedule  II  (on  article  1,  para  1) 
(licit  narcotic  drugs  - but  not  available 
as  such  on  special  prescription) 


Coca  leaves 
Codeine 


Dexamphetamine 

Difenoxine 


Dihydrocodeine 


Dihydromorphine 

Diphenoxylate 


Dihydrothebaine 

Ecgonine 

Ethylmorphine 


Isomethadone 

Levamfetamine 

Levomoramide 


except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  amobarbital,  barbital,  cyclobarbital, 
ethylmorphine,  meprobamat,  methylpheno- 
barbital,  pentobarbital,  phenobarbitcd,  seco- 
barbital) up  to  2,5  per  cent  or,  per  dosage  unit, 
up  to  100  milligrammes  of  codeine  - 


except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III, 
up  to  0,5  milligrammes  of  difenoxine  per  dosage 
unit  and,  equivalent  to  this  quantity,  at  least 
0,5  per  cent  atropine  sulfate  - 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  barbital),  up  to  2,5  per  cent  or,  per  dosage 
unit,  up  to  100  milligrammes  of  dihydrocodeine 


except  in  preparations  containing,  without  any 
additioncd  substance  listed  in  Schedules  I to  III, 
up  to  2,5  milligrammes  of  diphenoxylate  per 
dosage  unit  and,  equivalent  to  this  quantity,  at 
least  1 per  cent  atropine  sulfate  - 


except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  codeine),  up  to  2,5  per  cent  or,  per  dosage 
unit,  up  to  100  milligrammes  of  ethylmorphine  - 


Methadone 
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Methadone  intermediate 
(Premethadone) 

Poppy  straw  concentrate 

Moramide  intermediate 
(Premoramide) 

Nicocodine 

Nicodicodine 

Papaver  orientale 
(Papaver  bracteatum) 

Papaver  somniferum 

Pethidine  intermediate  A 
(Pre  pet  hi  dine) 

Pethidine  intermediate  B 
(Nor  pethidine) 

Pethidine  intermediate  C 
(Pethidine  acid) 

Pholcodine 


Propiram 


Racemorphan 
Racem  or  amide 
T etrahydrothebaine 
Thebaine 

the  isomers,  unless  specifically  excepted,  of  the  drugs  in  this  Schedule 
whenever  the  existence  of  such  isomers  is  possible  within  the  specific 
chemical  designation; 

the  esters,  ethers  and  molecular  compounds,  unless  appearing  in  another 
schedule,  of  the  drugs  in  this  Schedule,  whenever  the  existence  of  such 
esters,  ethers  and  molecular  compounds  is  possible; 

the  salts  of  the  drugs  listed  in  this  Schedule  whenever  the  existence  of  such 
salts  is  possible; 


except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III, 
up  to  2,5  per  cent  or,  per  dosage  unit,  up  to  100 
milligrammes  of  pholcodine  - 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  HI, 
up  to  100  milligrammes  of  propiram  and  at 
least  the  same  quantity  of  methylcellulose  - 
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the  preparations  of  the  substances  listed  in  this  schedule  unless 

a)  without  being  applied  to  human  or  animal  bodies,  they  serve  diagnostic 
or  analytical  purposes  only  and  their  content  of  one  or  several  narcotic 
drugs  does  not  exceed  0,001  per  cent,  or 

b)  they  are  specifically  excepted. 
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PART  A 

Amphetamine 

Cetobemidon 

Cocaine 

Dextromor  amide 

Fentanyl 

Hydrocodone 

Hydromorphone 

Levomethadone 

Levorphanol 

M et  ham  phet  amine 

Methaqualone 


Methylphenidate 

Morphine 

Normethadone 

Opium 

Oxycodone 


Schedule  III  (on  article  1,  para  1) 

(licit  narcotic  drugs,  available 
on  special  prescription) 


(listed  in  the  Single  Convention,  1961  on  Narcotic 
Drugs  and  in  Schedule  II  of  the  Convention  on 
Psychotropic  Substances,  1971) 


except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III, 

a)  up  to  100  milligrammes  of  methaqualone 
per  dosage  unit  or 

b)  together  with  glutethimide,  meprobamate, 
pentobarbital  or  phenobarbital,  however, 
no  larger  quantity  of  narcotic  drugs  than 
the  smaller  quantity  determined  for 
exempted  preparations  with  one  of  the  two 
substances  - 


Pethidine 
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Phenmetrazine 
Piritr  amide 
The bacon 
Tilidine 

PART  B 

Amobarbital 


Cyclobarbital 


Glutethimide 


- except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III, 
up  to  750  milligrammes  of  tilidine  per  dosage 
unit  and,  equivalent  to  this  quantity,  at  least 
7,5  per  cent  naloxone-hydrochloride  - 


(listed  in  Schedule  III  of  the  Convention  on  Psycho- 
tropic Substances,  1971) 

- except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  codeine) 

a)  up  to  100  milligrammes  of  amobarbital  per 
dosage  unit  or 

b)  together  with  an  additional  substance  of 
Schedule  III,  part  B or  C,  however,  no 
larger  quantity  of  narcotic  drugs  than  the 
smaller  quantity  determined  for  exempted 
preparations  with  one  of  the  substances 
(save  codeine)  - 

- except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  codeine) 

a)  up  to  200  milligrammes  of  cyclobarbital 
per  dosage  unit  or 

b)  together  with  an  additional  substance  of 
Schedule  III,  part  B or  C,  however,  no 
larger  quantity  of  narcotic  drugs  than  the 
smaller  quantity  determined  for  exempted 
preparations  with  one  of  the  substances 
(save  codeine)  - 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  codeine) 

a)  up  to  250  milligrammes  of  glutethimide  per 
dosage  unit  or 

b)  together  with  methaqualone  or  an 
additioncd  substance  of  Schedule  III,  part  B 
or  C,  however,  no  larger  quantity  of 
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narcotic  drugs,  than  the  smaller  quantity 
determined  for  exempted  preparations  with 
one  of  the  two  substances  - 

Pentobarbital 

- except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  codeine) 

a)  up  to  110  milligrammes  of  pentobarbital 
per  dosage  unit  or 

b)  together  with  methaqualone  or  an 
additional  substance  of  Schedule  III,  part  B 
or  C,  however,  no  larger  quantity  of 
narcotic  drugs  than  the  smaller  quantity 
determined  for  exempted  preparations  with 
one  of  the  substances  (save  codeine)  - 

Secobarbital 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  codeine) 

a)  up  to  120  milligrammes  of  secobarbital  per 
dosage  unit  or 

b)  together  with  an  additional  substance  of 
Schedule  III,  part  B or  C,  however,  no 
larger  quantity  of  narcotic  drugs  than  the 
smaller  quantity  determined  for  exempted 
preparations  with  one  of  the  two 
substances  (save  codeine)  - 

PART  C 

(listed  in  Schedule  IV  of  the  Convention  on 
Psychotropic  Substances,  1971) 

Amfepramone 

except  in  preparations  without  retarded  release 
of  the  active  substance  and  containing,  without 
any  additional  substance  listed  in  Schedules  I to 
III,  up  to  25  milligrammes  of  amfepramone  per 
dosage  unit  and  in  preparations,  with  retarded 
release  of  the  substance  up  to  75  milligrammes 
of  amfepramone  - 

Barbital 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  codeine  or  dihydrocodeine) 

a)  up  to  10  per  cent  or,  per  dosage  unit,  up  to 
500  milligrammes  of  barbital  or 

b)  together  with  another  substance  of 
Schedule  III,  part  B or  C,  however,  no 
larger  quantity  of  narcotic  drugs  than  the 
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Ethchlorvynol 


Ethinamate 


Meprobamate 


M ethyl  phenobarbital 


Methyprylon 


Phenobarbital 


smaller  quantity  determined  for  exempted 
preparations  with  one  of  the  two 
substances  (save  codeine  or 
dihydrocodeine)  - 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III, 
up  to  250  milligrammes  of  ethchlorvynol  per 
dosage  unit  - 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III, 
up  to  500  milligrammes  of  ethinamate  per 
dosage  unit  - 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  codeine) 

a)  up  to  500  milligrammes  of  meprobamate 
per  dosage  unit  or 

b)  together  with  methaqualone  or  an 
additional  substance  of  Schedule  III,  part  B 
or  C,  however,  no  larger  quantity  of 
narcotic  drugs  than  the  smaller  quantity 
determined  for  exempted  preparations  with 
one  of  the  substances  (save  codeine)  - 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III 
(save  codeine) 

a)  up  to  200  milligrammes  of  methylpheno- 
barbital  per  dosage  unit  or 

b)  together  with  another  substance  of 
Schedule  III,  part  B or  C,  however,  no 
larger  quantity  of  narcotic  drugs  than  the 
smaller  quantity  determined  for  exempted 
preparations  with  one  of  the  substances 
(save  codeine)  - 

except  in  preparations  containing,  without  any 
additional  substance  listed  in  Schedules  I to  III, 
up  to  200  milligrammes  of  methyprylon  per 
dosage  unit  or 

a)  up  to  10  per  cent  or,  per  dosage  unit,  up  to 
300  milligrammes  of  phenobarbital  or 

b)  together  with  methaqualone  or  an 
additional  substance  of  Schedule  III,  part  B 
or  C,  however,  no  larger  quantity  of 
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narcotic  drugs  than  the  smaller  quantity 
determined  for  exempted  preparations  with 
one  of  the  substances  (save  codeine)  - 

Pipradol  - except  in  preparations  containing,  without  any 

additional  substance  listed  in  Schedules  I to  III, 
up  to  1,5  milligrammes  of  pipradrol  per  dosage 
unit  - 


the  isomers,  unless  specifically  excepted,  of  the  drugs  in  this  Schedule 
whenever  the  existence  of  such  isomers  is  possible  within  the  specific 
chemical  designation; 

the  esters,  ethers  and  molecular  compounds,  unless  appearing  in  another 
schedule,  of  the  drugs  in  this  Schedule,  whenever  the  existence  of  such 
esters,  ethers  and  molecular  compounds  is  possible; 

the  salts  of  the  drugs  listed  in  this  Schedule  whenever  the  existence  of  such 
salts  is  possible; 

the  preparations  of  the  substances  listed  in  this  schedule  unless 

a)  without  being  applied  to  human  or  animal  bodies,  they  serve  diagnostic 
or  analytical  purposes  only  and  their  content  of  one  or  several  narcotic 
drugs  does  not  exceed  0,001  per  cent,  or 

b)  they  are  specifically  excepted. 
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USE,  ABUSE  AND  CONTROL  OF  PSYCHOTROPIC  SUBSTANCES 

IN  HUNGARY 

Professor  Istvan  Bayer 


1.  Drug  Abuse  in  Hmgary 

Drug  dependence  of  all  types  is  very  rare  in  Hungary.  Reliable  data  are  not 
available  concerning  the  numl^r  of  drug  dependent  persons.  However,  expert 
opinion  indicates  that  there  are  no  more  than  about  50  in  the  country  as  a whole. 
All  of  them  belong  to  the  medical  profession  or  are  former  physicians  and  most  are 
addicted  to  morphine.  Other  types  of  opiate  dependence  are  unknown  in  Hungary. 

There  is  no  black  market  for  drugs  and  illicit  drugs  such  as  heroin,  LSD, 
cocaine  and  cannabis  are  almost  impossible  to  obtain.  Psychotropic  drugs  are 
available  on  a prescription  basis  and  use  of  many  such  drugs  has  been  increasing. 
However,  cases  of  intoxication  and  dependence  on  these  drugs  is  very  uncommon. 
There  are  some  cases  of  glue-sniffing  by  students  and  use  of  antihistamines  and 
tranquillizers  with  alcohol  but  these  cases  are  extremely  rare.  Psychotropic  drugs 
are  carefully  controlled  in  Hungary. 


2.  Availability  Regulations  and  Consumption  Data  for  Drugs  Covered 
by  the  Psychotropic  Convention 


2.1  Registration  and  Control  of  Medicaments 

Except  Schedule  I substances,  the  majority  of  psychotropic  substances  are 
medicaments,  consequently  their  introduction  and  control  is  subject  to  the  general 
drug  registration  process  and  control  system.  It  would  be  difficult  to  understand 
the  functioning  of  the  control  of  psychotropic  drugs  in  Hungary  without  knowing 
the  principles  and  practice  of  drug  selection,  evcduation,  registration  and  control. 
Therefore,  readers  are  directed  to  the  publication  "Drug  Registration  and  Drug 
Control  in  Hungary"  by  Professor  I.  Bayer. 

2.2  Schedule  I 
No  licit  use. 

2.3  Schedule  II 


2.3.1  Registered  Preparations 

Aktedroninj.  (10  mg  maphetamine  / 1ml) 

Aktedron  tabl.  (5  mg  amphetamine) 

Centedrin  tabl.  (10  mg  methylphenidate) 

Gracidin  tabl.  (25  mg  phenmetrazine) 


2.3.2  Exempted  Preparations 
None 


* 
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2.3.3  Prescriptions 

The  same  as  for  narcotic  drugs 

2.3.4  Annual  Consumption  (1979) 

Amphetamine  ampoules:  1 , 050 

Amphetamine  tablets:  8,100 

Methylphenidate  tablets:  205,000 

Phenmetrazine  tablets:  3,232,000 

2.4  Schedule  III 


2.4.1  Registered  Preparations 
Dorlotyn  tabl. 
Hypnoval-calcium  tabl. 
Noxyron  tabl. 

Tardyl  tabl. 


(200  mg  amobarbital) 

(200  mg  cyclobarbital  Ca) 

(250  mg  glutethimide) 

(7.5  mg  promethazine  +125  mg  glutethimide  + 
125  mg  amobarbital) 


2.4.2  Exempted  Preparations 
None 


2.4.3  Prescriptions 

Dispensing  is  on  prescription  only.  The  prescribing  physician  has  the  right  to 
validate  the  prescription  for  three  refills;  without  this  authorization  the 
prescription  cannot  be  used  but  at  one  occasion. 


2.4.4  Annual  Consumption  (1979) 
Amobarbital  tablets: 
Cyclobarbital  tablets: 
Glutethimide  tablets: 
Tardyl  tablets: 


13.468.000 
1,561,000 

12.942.000 

13.574.000 


2.5  Schedule  IV 


2.5.1  Registered  Preparations 

Andaxin  tabl.  (200  mg  meprobamate) 

Sevenal  inj.  (165  mg  phenobarbital/ml) 

Senvenal  tabl.  (100  mg  phenobarbital) 

2.5.2  Exempted  Registered  Preparations 

The  following  number  of  dosage  units  are  authorized  to  be  dispensed  by 
pharmacists  without  prescription  (note:  amount  of  psychotropic  substances  does 
not  excede  the  maximal  daily  dose). 


20  tabl.  Asthmamid 

10  tabl.  Bar  bam  id 
20  tabl.  Legatin 

5 supp.  Meristin 

20  tabl.  Meristin 


(40  mg  phenobarbital  + atropine,  papaverine, 
theophylline,  aminophenazone) 

(130  mg  barbital  Na  + aminophenazone) 

(10  mg  phenobarbital  + extra,  humuli  lupili, 
extr.  Valerianae,  phenacetin) 

(32.8  mg  phenobarbital  + papverine,  atropine, 
codeine,  aminophenazone) 

(20  mg  phenobarbital  + aminophenazone, 
papaverine) 
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20  tabl.  Radipxjn 

(21  mg 

phenobarbital  + emetine,  codeine, 
ammonium  chloride) 

10  tabl.  Salvador 

(75  mg 

barbital  + caffeine,  aminophenazone, 
phenacetin) 

30  tabl.  Sevenaletta 

(15  mg 

phenobarbital) 

20  tabl.  Triospan 

(15  mg 

phenobarbital  + isopropamide, 
drotaverine) 

20  tabl.  Troparin 
combinatum 

(20  mg 

phenobarbital  + methylhomatropine, 
papaverine) 

50  tabl.  Valeriana 
com  posit  a 

(20  mg  phenobarbital  + extr.  valerianae) 

2.3.3  Prescriptions 

With  the  exception  of  exempted  preparations,  regulations  are  the  same  as  for 
Schedule  in  drugs. 

2,5 A Annual  Consumption  (1979) 

Meprobamate  tablets: 

Phenobarbital  Na  Ampoules  (1  ml) 

Phenobarbital  Na  Ampoules  (2  ml) 

Phenobarbital  tablets: 

3.  Abuse  of  Psychotropic  Substances 

3.1  Schedule  I 
No  cases  of  abuse  or  illicit  traffic  have  been  observed. 

3.2  Schedule  II 

Cases  of  forged  prescriptions  for  the  acquisition  of  phenmetrazine  tablets 
were  detected. 

3.3  Schedules  III  and  IV 

There  is  some  overprescribing  and  overconsumption  but  no  illicit  trafficking. 

4.  Adherence  to  the  Convention  on  Psychotrc^ic  Substances,  1971 

Hungary,  as  a member  of  the  United  Nations  Commission  on  Narcotic  Drugs, 
took  part  in  the  discussions  preceding  the  1971  Convention.  The  Hungarian 
delegation  was  against  the  creation  of  a new  treaty;  in  its  opinion  hallucinogens 
(approx.  Schedule  I of  the  Psychotropic  Convention),  stimulants  and  also  some 
other  psychotropic  drugs  (approx.  Schedule  II  of  the  Psychotropic  Convention)  could 
be  induded  into  the  Single  Convention.  The  international  control  of  some, 
arbitrarily  selected  hypnotics,  sedatives  and  tranquillizers  would  create  un- 
necessary administrative  burdens  without  assisting  developing  countries  in  their 
efforts  to  prevent  importation  of  drugs  liable  to  abuse.  The  Hungarian  delegation 
remained  in  the  minority  (with  Sweden  and  the  Soviet  Union)  with  its  opinion. 
Hungary  played  an  active  part  in  the  development  of  the  new  international 
instrument. 

Manufacture,  importation,  trade,  distribution,  dispensing  of  psychotropic 
drugs  (narcotics,  psychotropic  substances  and  psychotropic  drugs  not  under 
international  control)  have  been  properly  regulated  and  under  appropriate  control, 
consequently  the  ratification  of  the  Convention  by  Hungary  had  no  advantages  for 
the  public  health.  The  ratification  of  the  Convention  in  1979  expressed  the 


8^,858,000 

80,300 

46,000 

1,478,000 
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willingness  of  the  Hungarian  Government  to  cooperate  with  international 
organizations  and  to  assist  other  countries  in  their  control  efforts. 

5.  Implementation  of  the  Convention 

5.1  Before  Ratification 

The  detailed  record-keeping  obligation  of  pharmacists  has  been  extended  for 
every  Schedule  II  drug  in  1978.  This  obligation  was  introduced  in  1954  for 
amphetamine-containing  preparations.  The  export-import  authorization  system  for 
Schedules  I and  II  drugs  was  introduced  in  3une  1979.  In  1978,  Hungary  started  to 
furnish  statistical  data  on  psychotropic  substances  to  the  International  Narcotics 
Control  Board. 

5.2  Ratification 

Ratification  took  place  on  3uly  19,  1979;  the  Convention  entered  into  force 
on  October  17,  1979. 

5.3  Following  Ratification 

Provisions  of  the  Penal  Code  for  narcotic  drug  offences  were  amended  with 
the  inclusion  of  Schedules  I and  II  substances.  The  Hungarian  translation  of  the 
text  of  the  1971  Convention  was  made  public;  regulations  on  narcotic  drug 
contraventions  were  extended  to  Schedules  I and  II  substances.  Obligations  of  the 
pharmaceutical  industry,  the  drug  supply  system  and  the  prescribing  physicians 
were  regulated  in  detail.  For  Schedules  I and  II  substances  the  same  record- 
keeping obligations  have  been  imposed  as  for  narcotic  drugs;  record-keeping  on 
Schedules  III  and  IV  substances  was  regulated  in  accordance  with  treaty  obligations. 
Reporting  to  the  Ministry  of  Health  by  manufacturers,  distributors  and  the  export- 
import  enterprise  was  regulated  in  the  light  of  the  country's  reporting  obligations 
toward  the  International  Narcotics  Control  Board. 

Hungary  continues  to  send  statistical  reports  to  the  International  Narcotics 
Control  Board  on  every  Schedule. 

Translations  of  laws  and  regualtions  are  sent  to  the  Division  of  Narcotic 
Drugs. 

Notification  on  exemptions  has  been  sent  to  the  Division  of  Narcotic  Drugs  in 
June  1980.  No  preparations  containing  Schedules  II  and  III  substances  have  been 
exempted. 

Exportation  of  psychotropic  substances,  specified  in  notifications  sent  in 
accordance  with  Article  13  on  the  importation  prohibition,  is  immediately 
prohibited  in  Hungary. 


- 114- 


THE  CONVENTION  ON  PSYCHOTROPIC  SUBSTANCES  1971 
- A MALAYSIAN  PERSPECTIVE 

Dr.  Vis  Navaratnam  and  N.P.  Singam 


1.  Lfitroducticm 

The  use  of  dependence-producing  drugs  is  by  no  means  purely  a modern 
problem  in  Malaysia.  From  antiquity,  there  has  been  some  use  of  opium  and 
cannabis  in  the  area  which  is  now  known  as  Malaysia.  Whilst  the  consumption  of 
opium  and  cannabis  has  traditional  patterns,  the  misuse  of  the  semi-synthetic 
narcotics,  such  as  morphine  and  heroin,  as  well  as  psychotropic  substances  are 
certainly  recent  trends.  However,  the  increasing  extent  of  the  non-medical  use  of 
psychotropic  drugs,  has  been  over-shadowed  by  the  'epidemic'  increases  in  the 
abuse  of  the  narcotic  drugs,  particularly  heroin.  The  initiation  and  implementation 
of  measures  to  control  this  latter  problem  has  been  the  major  pre-occupation  of 
national  governments  of  South-East  Asian  countries  in  general,  and  Malaysia  in 
particular. 

There  is  ample  evidence  to  indicate  that  opiate  drugs  were,  and  in  many 
cases  still  are,  the  major  substances  of  non-medic^  use.  Whilst  this  trend  which 
emerged  in  the  late  60's  was  regional,  since  the  late  70's  an  increasing  trend  in  the 
use  of  psychotropic  drugs  has  been  noted.  In  Indonesia,  hypnotics  for  drug 
dependence  (5,  7)  reported  that  from  a survey  of  7,072  secondary  schoolchildren,  the 
percentage  who  had  misused  psychotropic  drugs  varied  from  4.97%  (hallucinogens) 
to  8.6%  (amphetamines/stimulants).  Similar  situations 'fexist  in  Thailand  where  the 
non-medical  use  of  secobarbital,  amphetamines,  meprobamate,  diazepam  and 
nitrazepam  were  reported  (6)  and  in  Malaysia  where  a study  among  young  children 
indicated  an  existence  of  non-medical  use  of  barbiturates  (5.5%),  tranquillizers 
(4.5%)  and  amphetamine  derivatives  (3.9%).  In  this  situation,  the  countries  in  the 
ASEAN  region  have  reasons  to  be  more  concerned  with  this  newer  emerging 
problem  of  psychotropic  drug  abuse. 

In  this  paper  we  attempt  to  review  the  legal  mechanism  available,  in 
Malaysia,  as  well  as  existing  non-formal  control  measures  which  are  designed  to 
reduce  the  non-medical  use  of  psychotropic  drugs. 

Malaysia  has  ratified  the  Single  Convention  on  Narcotic  Drugs  (1961)  as  well 
as  its  Amendments  (1972).  However,  it  has  not  yet  ratified  the  Convention  on 
Psychotropic  Substances. 

2.  Malaysian  Laws  Concerning  Psychotropic  Substances 

There  are  two  key  Federal  (National)  Legislations  which  deal  with  the  control 
and  management  of  associated  problems  of  dependence-producing  drugs.  These 
are; 


* National  Drug  Dependence  Research  Centre,  University  of  Science,  Penang, 
Malaysia. 

The  opinions  expressed  do  not  necessarily  reflect  those  of  the  Government  of 
Malaysia,  or  the  ministries/agencies  with  which  the  authors  are  associated,  but 
remain  the  responsibility  of  the  writers  only. 
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(i)  The  Dangerous  Drugs  Ordinance  1952  which  deals  with  all  aspects  of  control 
and  prevention  of  illicit  demand  for  narcotics  (i.e.  opium,  morphine,  heroin  as  well 
as  cannabis  and  its  derivatives)  and  selected  psychotropic  drugs  which  are 
considered  as  posing  a major  abuse  problem  and  having  minimal  therapeutic  value. 

(ii)  The  Poison  Ordinance  1952  which  deals  with  nearly  all  the  therapeutic 
agents,  which  are  considered  to  pose  a health  hazard,  if  not  used  under  medical 
supervision,  as  well  as  all  items/substances  which  are  known  to  be  pharmacotoxic 
(i.e.  poisons). 

Before  dealing  with  the  applicability  of  the  Convention  of  Psychotropic 
Substances  to  the  local  situation  as  well  as  the  difficulties  associated  with  its 
implementation,  it  is  apparent  that  to  review  the  treaty  from  a ratified  vs  not 
ratified  point  of  view  may  be  somewhat  misleading.  One  would  recall  that  in  1969, 
the  United  Nations  General  Assembly  expressed  deep  concern  about  the  increasing 
and  improper  use  of  psychotropic  substances,  not  yet  under  international  control 
but  which  were  considered  as  constituting  a great  danger  for  the  international 
community,  and  as  such  called  for  immediate  and  effective  action  to  combat  this 
threat.  (General  Assembly  Resolution  258^,  1969.)  To  facilitate  international 
control  of  the  non-medical  use  of  psychotropic  drugs,  the  Economic  and  Social 
Council  decided  (in  1970)  to  request  that  a Conference  of  Plenipotentiaries  be 
convened  in  early  1971,  to  adopt  an  international  agreement  on  the  Control  of 
Psychotropic  Substances.  The  Convention  was  accepted  in  February  1971  and  came 
into  force  on  16  August  1976. 

Interestingly  whilst  61  countries  had  ratified  the  Convention  by  1978, 
nevertheless  10  of  these  countries  (17.6%)  did  not  furnish,  to  the  Secretary- 
General,  the  obligatory  statistical  reports.  Furthermore,  it  was  noted  that  50 
countries  who  had  not  ratified,  however,  provided  the  necessary  information  and 
Malaysia  is  one  such  country.  Hence  it  would  appear  that  whilst  many  countries 
(something  in  the  order  of  113)  are  interested  in  the  objectives  of  the  convention, 
they  may  not  have  the  necessary  infrastructure  to  implement  ail  aspects  of  the 
Convention  and  therefore  have  to  refrain  from  ratifying  whilst  attempting  to  fulfill 
the  major  obligations  on  a voluntary  basis.  On  the  other  hand,  some  countries,  in 
spite  of  their  ratification  of  the  Convention,  do  not  fulfill/discharge  the  necessary 
obligations.  In  this  paper,  the  various  obligations  are  examined  in  the  light  of  the 
existing  licit  Malaysian  drug  control  machinery  and  the  problems  etc.  are 
discussed. 

As  mentioned  earlier,  all  the  substances  listed  as  being  under  international 
control  in  the  Psychotropic  Convention  are  contained  mainly  in  the  Poisons 
Ordinance  (1952)  or  the  Dangerous  Drug  Ordinance  (1952)  in  Malaysia.  Since  all 
substances  are  controlled  under  the  Poisons  Ordinance,  a review  of  the 
legislative/administrative  procedures  of  it  will  be  outlined. 

The  Poison  Ordinance  1952,  with  subsequent  amendments,  is  deemed  to  be 
"the  Principal  Ordinance"  for  the  control  of  all  pharmaceutical  preparations. 
However,  pharmaceutical  substeinces  which  are  abused  illicitly  and/or  have  minimal 
therapeutic  value  may  also  be  listed  in  the  Dangerous  Drugs  Ordinance 
concurrently.  An  advisory  board,  called  the  Poisons  Board,  has  been  established 
under  the  Ordinance.  The  Board  comprising  of  13  persons  (including  the  Chairman) 
and  reflecting  the  various  professions  associated  with  the  use  of  pharmacotoxic 
substances,  advises  the  government  on  the  types  of  substances  that  are  to  be 
controlled  under  the  various  schedules  of  this  Convention. 
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Pharmacotoxic  substances  which  are  listed  in  the  Poisons  list  under  the 
Ordinance  are  categorised  into  5 groups  - Groups  A to  E.  The  placement  of 
substances  into  particular  categories  is  based  entirely  on  its  pharmacotoxicity. 
Thus,  for  example,  if  a substance  is  considered  to  be  extremely  toxic,  even  at  low 
doses,  it  will  be  placed  in  Group  A.  In  Malaysia,  the  dependence-producing  liability 
of  a substance  is  one  of  the  key  considerations  taken  into  account  in  the  scheduling 
efforts. 

In  general.  Group  A poisons  are  extremely  toxic  and  have  very  limited 
therapeutic  value.  Group  B poisons  are  substances  which  have  known 
pharmacotoxic  effects  (at  certain  dose  levels)  and  have  established  therapeutic 
uses  and  hence  can  be  dispensed  against  prescription  of  a Registered  Medical 
Practitioner,  Dentist  or  Veterinary  Surgeon,  as  the  case  may  be  and  with  the 
prescription  in  the  correction  form  as  required  by  law.  Group  C poisons  can  only 
be  sold  as  a dispensed  medicine  with  entry  in  the  prescription  book.  The  dispensed 
medicines  contain  limited  (defined)  doses  of  the  toxic  substances.  Group  D poisons, 
similar  to  above,  except  in  lower  doses,  and  the  purchaser  must  sign  the  Poisons 
register.  Group  E poisons,  similar  to  above,  except  concentration  of  toxic 
substances  are  lower  in  the  preparation. 

Under  the  Poisons  Ordinance,  the  following  key  regulations  exist:- 

* 

a)  No  person  other  than  a person  licensed  under  the  Ordinance  in  that  behalf 
shall  import  any  poison  (substance  listed)  from  any  place  outside  Malaysia. 

b)  No  person  shall  dispense,  compound  or  mix  any  poison  (substance  listed)  with 
any  other  substance,  whether  a poison  or  not,  for  the  purpose  of  its  being  used 
unless  he  is  a registered  pharmacist  or  a registered  medical  practitioner. 

c)  No  poison  shall  be  sold  or  supplied  to  any  person  under  eighteen  years  of  age, 
otherwise  than  for  purposes  of  the  medical  treatment  of  such  person. 

d)  No  poison  shall  be  sold  by  a licensed  wholesaler  except  to  a person  licensed  to 
retail  such  poisons,  a purchaser  outside  Malaysia  to  whom  such  poison  is  to  be 
immediately  exported  on  sale,  or  a licensed  body/organization. 

e)  The  seller  by  wholesale  of  any  poison  shall  not  deliver  it  until  he  has  made  an 
entry  in  the  prescribed  form  or  the  purchaser  has  signed  the  entry. 

f)  Any  poison  other  than  a Group  A poison  may  be  sold,  supplied  or  administered 
by  the  following  persons  for  the  following  purposes:  a registered  medical 
practitioner  for  purposes  of  medical  treatment;  a registered  dentist  (Division  One) 
for  purposes  of  dental  treatment.  (Note  a registered  dentist  Division  II  cannot 
administer  Group  A or  B poisons);  a veterinary  surgeon  for  purposes  of  animal 
treatment  only. 

Most  of  the  drugs  listed  in  the  various  Schedules  of  the  Convention  on 
Psychotropic  substances  are  listed  in  the  Poison  List. 

Further,  it  was  noted  that  the  majority  of  these  substances  were  scheduled  as 
Group  B drugs  in  the  Poisons  List  (i.e.  available  only  on  prescription). 
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3-  The  CcMivention*s  Requirements  Compared  to  Malaysian 

Regulations  Already  In  Place 

From  the  above  examination,  it  would  appear  that  Malaysia  has  adequate 
regulations  for  the  control  of  psychotropic  substances  even  though  not  a party  to 
the  Convention.  It  is  proposed,  therefore,  to  examine  the  obligations  placed  on 
those  who  ratify  the  Convention  and  discuss  areas  where  Malaysia  may  be  able  or 
unable  to  discharge  these  obligations. 

In  respect  of  the  requirement  to  limit  the  manufacture,  export,  import, 
distribution  of  and  stock  of,  trade  in  and  use  and  possession  of  substances  in 
Schedules  II,  III  and  IV  to  medical  and  scientific  purposes;  it  is  pointed  out  that 
Malaysia  does  not  manufacture  nor  export  any  of  these  substances.  However,  there 
is  some  (minimal)  re-exportation  of  substances  listed  in  the  III  and  IV  Schedules. 
Importation  and  distribution  is  strictly  limited  by  the  Poisons  Ordinance;  however, 
a lacunae  noted  was  that  whilst  license  holders  were  required  by  law  to  maintain 
records  of  sales,  they  were  not  required  to  maintain  records  of  purchases.  This  has 
been  partly  remedied  by  the  requirement  that  all  importers  of  psychotropic 
substance,  inform  the  Pharmaceutical  Division  of  the  Ministry  of  Health. 
However,  at  present,  this  is  a voluntary  effort.  Hence  theoretically  it  is  possible 
to  import  psychotropic  substances,  if  one  finds  a manufacturer  (exporter)  who  is 
willing  to  disregard  the  obligations  under  the  Convention.  Such  activities  are  not 
unknown  and  appear  to  be  practised  fairly  widely. 

The  movement  of  drugs  listed  in  the  various  schedules  of  the  Psychotropic 
Convention  is  illustrated  in  the  annex  to  this  report.  With  regard  to  consumption, 
it  is  obvious  that  efforts  to  reduce  the  use  of  the  various  psychotropic  substances 
listed  in  the  different  Schedules  of  the  Convention  have  been  relatively  successful, 
except  with  certain  substances  listed  in  Schedule  IV. 

The  Convention  requires  parties  - "to  ensure  that  all  persons  involved  (in  the 
movement  of  drugs)  be  duly  qualified  and  authorised  by  licence."  From  the  Poisons 
Ordinance,  it  is  obvious  that  these  conditions  are  fulfilled,  as  those  persons  (holding 
Licence  Type  A)  - have  to  be  qualified  pharmacists  to  import  and  retail  in  these 
substances.  Further,  it  allows  only  pharmacists,  doctors,  dentists  and  veterinary 
surgeons  to  dispense  these  substances  for  specific  purposes. 

The  next  responsibility  outlined  in  the  Convention  is  to  "maintain  a system  of 
insF)ection  and  record-keeping  and  ensure  that  all  prescriptions  for  Schedules  II,  III 
and  IV  substances  meet  the  regulations  including  directions  for  use"  (cautions  and 
warnings).  This  causes  some  practical  difficulties.  In  Malaysia,  the  drug 
enforcement  branch  of  the  Pharmacy  Division  is  responsible  for  periodic  inspection 
of  all  licensed  pharmacies.  During  these  inspections,  the  drug  enforcement 
officers  check  prescriptions  dispensed  as  well  as  record  of  sales.  However,  as 
mentioned  earlier,  because  there  is  NO  requirement  for  maintaining  records  of 
purchases,  these  checks  cannot  be  considered  as  complete.  At  present,  the 
inspections  are  not  carried  out  on  a regular  basis  but  checks  are  made,  invariably, 
when  there  is  some  suspicion  of  malpractice.  The  main  problem  here  is  the 
inadequacy  of  trained  personnel.  The  principal  drug  enforcement  officers,  under 
the  Poisons  Ordinance,  are  professionally  trained  pharmacists  and  there  is,  at 
present,  a shortage  of  them. 


- 118  - 


Further,  the  requirement  to  provide  "directions  for  use"  (cautions  and 
warnings)...  cannot  be  legislated.  With  regard  to  prepared/dispensed  medicines, 
there  are  regulations  which  require  adequate  and  proper  labelling  of  these 
preparations.  In  Malaysia,  pharmacists  do  not  have  exclusive  dispensing  rights,  and 
registered  medical  practitioners  are  also  allowed  to  dispense.  Thus,  there  can  only 
be  a moral  (but  voluntary)  obligation  on  these  professionals  to  provide  this 
information  when  dispensing  substances  listed  under  the  Convention. 

In  regard  to  the  obligation  under  the  Convention  for  parties  "to  inform  the 
Secretary-General  on  changes  in  national  laws"  etc.,  to  add  or  transfer  substances 
controlled  under  the  Convention  as  well  as  on  illicit  traffic;  this  obligation  is 
currently  being  fulfilled,  as  Malaysia  regularly  furnishes  the  International  Narcotic 
Control  Board  the  appropriate  information  on  a voluntary  basis. 

The  advertising  of  medicinal  compounds  is  restricted  in  Malaysia.  Any 
agency  wishing  to  advertise  a particular  medicinal  substance  must  present  the 
draft  advertisement  to  the  Ministry  of  Health,  for  approval.  These  advertisements 
are  carefully  vetted  to  ensure  that  the  information  is  accurate  and  not  sensational. 

With  regard  to  the  treatment  and  preventive  aspects  cited  in  the 
Conventions,  it  is  obvious  that  countries  must  be  allowed  to  determine  their  own 
priorities.  If  psychotropic  drug  misuse  and  abuse  are  major  social  problems, 
obviously  the  necessary  measures  to  manage  and  control  must  be  instituted.  In 
Malaysia,  the  primary  problem  of  drug  dependence  is  associated  with  narcotic 
substances  and  as  such  the  efforts  in  this  area  are  focussed  in  managing  these 
problems.  However,  in  the  developing  of  prevention  strategies  the  M^aysian 
concept  has  been  aimed  at  reducing  the  illicit  demand  for  all  substances  that  are 
abuse  potential. 

From  this  detailed  discussion,  it  is  apparent  that  the  administrative  and 
legislation  mechanisms  have  the  potential  capabilities  of  fulfilling  the  obligations 
laid  down  in  the  Convention,  even  though  Malaysia  remains  a non-signatory  nation. 
In  the  following  discussions  some  of  the  advantages  and/or  disadvantages  of  the 
Convention  are  considered  in  general  terms. 

4.  Problems  With  The  Convention  On  Psychotropic  Substances 

The  Convention  on  Psychotropic  Substances  was  designed  to  limit, 
internationally,  the  manufacture,  movement  and  consumption  of  specific 
psychotropic  substances,  which  were  considered  as  hazardous.  As  this  Convention 
is  primarily  an  international  effort,  for  obvious  reasons  it  is  important  to  ensure 
that  manufacturing  countries  ratify  it  and  do  not  export  any  psychotropic 
substances.  Yet  one  finds  that  two  major  manufacturing  nations  - ITALY  and 
SWITZERLAND  have  yet  to  accede  to  the  Convention  and  even  the  United  States 
only  recently  ratified  the  Convention. 

Again,  the  Convention  seeks  to  control  only  those  substances  listed  in  the 
Schedules  and  licitly  manufactured.  The  primary  problem  with  respect  to 
psychotropic  substances  in  countries  like  Malaysia,  is  the  widespread  availability  of 
imitation  or  counterfeit  products.  A whole  range  of  these  products,  covering  a 
wide  spectrum  of  psychotropic  substances  are  readily  available  - thus  creating  a 
situation  conducive  to  illicit  consumption.  The  Convention  does  NOT  address  this 
problem  in  any  way. 
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While  developing  nations  can  structure  administrative  procedures,  to  control 
licit  importation  and  availability  of  substances  under  the  Convention,  there  is  little 
it  can  do  with  regard  to  illicit  importations.  There  is  evidence  that  certain 
psychotropic  substances  are  illegally  imported  into  countries  - brought  in  under 
false  declaration  (e.g.,  Vitamins,  Antibiotics,  etc.).  The  only  way  to  ensure  that 
the  material/substance  being  imported  is  genuine  as  declared,  would  be  to  conduct 
analytical  tests.  Many  countries,  not  only  do  not  have  the  facilities  nor  personnel 
to  undertake  such  efforts,  but  also  do  not  have  the  financial  resources  to  establish 
appropriate  mechanisms. 

One  of  the  great  weaknesses  of  the  Convention  relates  to  the  type  of 
substances  and  to  the  scheduling  operations.  It  is  obvious  that  in  the  scheduling  of 
various  substances,  there  are  numerous  irregularities  and  vested  interest  is  at  its 
maximum.  It  is  noted  that  Meprobamate  is  listed  in  the  Schedule  IV  of  the 
Convention;  yet  Diazepam  and  Flunitrazepam  (both  minor  tranquillizers  similar  to 
Meprobamate)  are  not  only  not  listed  but  apparently  there  are  currently  NO  efforts 
to  review  these  substances.  Ironically  it  is  the  latter  two-named  substances  that 
are  the  most  widely  misused  substances  in  the  South-East  Asian  region.  Because  of 
its  widespread  misuse.  Diazepam,  though  not  listed  in  the  Dangerous  Drug 
Ordinance  of  Malaysia,  is  administratively  controlled  as  if  listed.  Similarly, 
Singapore  has  already  listed  Flunitrazepam  in  the  Dangerous  Drugs  Ordinance.  To 
date  no  international  agency  has  provided  a rational  explanation  for  the  numerous 
discrepancies  that  exist  with  regard  to  the  scheduling  of  substances  for  purposes  of 
international  control.  It  must  be  clear  to  everyone  that,  if  the  list  of  substances 
controlled  by  international  treaty  has  little  or  no  relevance  to  a country  or 
countries  than  obviously,  ratification  becomes  merely  an  academic  and  public 
relations  effort.  Numerous  developing  nations  can  ill-afford  to  indulge  in  such  a 
luxury. 

The  Convention  also  recommends  that  a special  administration  for  applying 
the  provisions  be  established.  Many  nations  face  major  difficulties  in  controlling  of 
essential  items  and  often  do  not  have  adequate  trained  personnel  or  financial 
resources  to  structure  effective  administrative  controls.  To  further  require  them 
to  accept  an  added  responsibility  as  recommended  by  the  Convention  will  be,  in 
some  cases,  unacceptable. 

5.  Reasons  Why  the  Psychotropic  Convention  Has  Not  Been  Ratified  in  Malaysia 

From  a national  perspective,  if  Malaysia  was  to  consider  ratifying  the 
Convention,  the  following  major  steps  would  have  to  be  undertaken:- 

(i)  Revise  the  Poisons  Ordinance,  in  a manner  that  would  allow  the  various 
substances  listed  in  the  various  schedules  of  the  Convention,  to  be  equivalently 
controlled.  This  would  represent  a major  task  to  us,  as  the  scheduling  guidelines 
provided  by  the  Convention  are  extremely  vague.  Further,  it  is  important  that  all 
psychotropic  substances  that  are  available  locally  are  reviewed  carefully  and 
scheduled  properly,  if  not  numerous  discrepancies  and  litigations  may  arise.  Such  a 
task  will  require  an  enormous  investment  of  finances  and  professional  man-power 
which  we  presently  can  ill-afford. 

(ii)  Develop  administrative  procedures  and  support  facilities  to  be  in  a position 
to  control  all  importation  of  psychotropic  substances  which  will  also  include  illicit 
importation.  A series  of  checks  and  balances  (through  random  analysis  of  all 
imported  medicinal  substances  and  constant  inspection  of  records)  must  be 
developed. 
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(iii)  Train  adequate  professional  staff  to  discharge  the  above  mentioned  duties. 

All  these  efforts  are  going  to  add  a heavy  burden  to  the  already  extended  resources 
of  the  nation.  On  the  other  hand,  the  returns  will  be  marginal,  since  by  merely 
increasing  selected  efforts  within  the  existing  machinery,  would  also  result  in  the 
provision  of  adequate  safeguards. 

In  conclusion,  it  must  be  appreciated  that  the  question  of  ratification,  in  the 
final  analysis,  must  be  viewed  in  the  national  context  taking  into  account 
manpower  availability,  financial  resources  as  well  as  benefits.  Sincere  nations,  like 
Malaysia,  can  and  will  continue  to  support  international  efforts  in  all  endeavours  to 
the  maximum  but  NOT  without  regard  to  national  priorities  and  needs.  This 
situation  will  not  change  until  international  assistance  and  support  is  provided  to 
supplement  existing  national  efforts.  At  present  the  Convention  on  Psychotropic 
Substances  is  another  general  and  vague  document,  the  ratification  of  which 
provides  limited  benefits  to  many  countries. 
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MOVEMENT  OF  DRUGS  GOVERNED  BY 
THE  PSYCHOTROPIC  CONVENTION 
1974  - 1978 


A.  Schedule  I - No  Movement 

B.  Schedule  II 


1974 

1975 

1976 

1977 

1978 

Total 

Amphetamine 

2 kg. 

- 

- 

- 

2 kg. 

Dexamphetamine 

2 kg. 

- 

- 

- 

- 

2 kg. 

C.  Schedule  III 

1974 

1975 

1976 

1977 

1978 

Total 

Amobarbital 

5 kg. 

32  kg. 

32  kg. 

26  kg. 

95  kg. 

Glutethimide 

3 kg. 

- 

- 

2 kg. 

- 

5 kg. 

Pentobarbital 

3 kg. 

- 

- 

7 kg. 

1 kg. 

11  kg. 

Secobarbital 

4 kg. 

1 kg. 

1kg. 

(1  kg.) 

7 kg. 

D.  Schedule  IV 

1974 

1975 

1976 

1977 

1978 

Total 

Amfepramone 

29  kg. 

- 

48  kg. 

41kg. 

73  kg. 

191  kg. 

Barbital 

2 kg. 

- 

- 

39  kg. 

2 kg 

43  kg. 

Meprobamate 

1 14  kg. 

104  kg. 

139  kg. 

76  kg. 

128  kg. 

561  kg. 

Methaqualone 

8 kg. 

— 

- 

Phenobarbitone 

1 , 066  kg. 

154  kg. 

1,880  kg. 

2,318  kg. 

573  kg. 
(186  kg.) 

5,991  kg. 
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THE  USE  AND  ABUSE  OF  PSYCHOTROPIC  SUBSTANCES 
IN  THE  REPUBLIC  OF  MEXICO 

•X- 

Dr.  Guillermo  Figueroa  Velazquez 


1.  Introduction 

The  drug  problem  is  complex  and  serious,  not  only  because  the  individual  is 
trapped  in  drug  misuse,  but  also  because  of  the  changes  that  he  goes  through  as  a 
psychosocial  being  when  he  is  a breaker  of  social  codes.  The  panorama  is  alarming, 
not  only  because  of  the  use  of  medical  substances  as  drugs,  but  because  of  the  use 
of  non-medical  substances  as  well.  The  use  of  all  kinds  of  substances  that  produce 
alterations  in  the  mind  of  the  individual,  such  as  industrial  substances  and  other 
inhalants  merely  increases  the  complexity  and  seriousness  of  the  problem. 

2.  The  Problem  of  Drug  Consumption  in  the  Republic  of  Mexico 

The  variability  in  the  consumption  of  drugs  in  Mexico  depends  on  the  zone  of 
the  country  to  which  the  studies  refer.  Characteristics  and  patterns  of  drug 
consumption  are  different  in  different  areas. 

Heroin  has  been  consumed  greatiy  in  the  North,  where  the  conditions  for  drug 
traffic  have  been  an  important  factor  for  its  use.  The  heroin  front  has  moved 
along  the  border  between  Mexico  and  the  United  States  of  America  from  the  city 
of  Tijuana  in  the  Northwest,  to  Matamoros  in  the  northeast  zone. 

The  growing  use  of  heroin  in  the  past  ten  years  acquired  alarming 
characteristics  and  was  not  accepted  by  the  authorities.  It  decreased  because  of 
two  reasons:  (i)  the  marked  repression  against  drug  traffic,  and  (ii)  the  devaluation 
of  the  Mexican  peso.  The  former  caused  the  rise  in  price  of  the  drug  for  the  user, 
and  shifts  to  use  of  other  drugs.  Mexican  legislation  became  more  severe  for  the 
drug  dealer  but  remained  the  same  for  the  user,  who  is  considered  a patient  who 
must  be  treated.  On  the  other  hand,  thorough  inspections  and  repression  of  the 
drug  traffic  caused  a low  availability  of  heroin. 

Because  the  Mexican  peso  had  been  devalued  it  was  more  difficult  for  the 
user  to  obtain  heroin.  We  consider  that  other  stabilized  markets,  such  as  the  states 
of  Jalisco  and  the  central  states  experienced  a rising  curve  in  consumption.  In  as 
much  as  we  lack  authentic  statistics  regarding  this  matter,  the  authorities 
sometimes  try,  for  the  sake  of  public  opinion,  to  reduce  the  importance  of  this 
problem. 

We  have  found  in  Baja  California  that  the  use  of  medical  drugs  is  higher  in 
the  adult  population,  and  the  use  of  non-medical  drugs  in  the  younger  population. 
The  medical  drugs,  mostly  consumed  by  seif-prescription,  include  analgesics, 
narcotics  with  codeine  and  amphetamines. 


* 


Departamento  de  Salud  Mental  de  Edo  de  Baja  California,  Mexico. 
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The  use  of  non-medical  drugs,  such  as  the  inhalants,  has  been  a problem  in 
central  Mexico,  but  not  in  other  states.  The  addict  to  other  drugs  comes 
eventually  to  use  inhalants  and  they  are  essentially  polydrug  users. 

We  can  consider  that  in  Mexico  the  drug  problem  is  serious,  although  we  do 
not  currently  have  statistics  that  describe  it  adequately.  Statistical  studies  which 
have  been  carried  out  include  many  states  of  Mexico,  but  they  do  not  give  a 
complete  picture.  It  is,  therefore,  necessary  to  increase  the  number  and  range  of 
these  statistical  studies  as  much  as  possible. 

The  population  in  27  treatment  centers  in  the  Republic  of  Mexico  was  studied 
and  it  was  found  that  the  drug  consumption  followed  the  following  pattern; 

a)  A variety  of  medical  and  non-medical  drugs  were  used.  Included  in  the  non- 
medical drug  group  were  alcohol,  heroin,  cocaine,  marihuana  and  inhalants;  and  in 
the  medical  drug  group  amphetamines,  stimulants,  barbiturates,  analgesics  and 
hypnotic  sedatives  (non-barbiturates). 

b)  Generally  the  consumption  pattern  involved  the  following  in  order  of 

importance:  marihuana,  inhalants,  hypnotic  sedatives  (non-barbiturates)  and 

hallucinogens.  About  77%  of  the  users  were  multi-users. 

In  the  North  phenciclidine  (PCP  or  Angel  Dust)  has  been  used  occasionally 
since  1970.  Due  to  the  low  consumption  of  heroin,  there  has  been  a marked 
increase  in  the  use  of  PCP  in  the  border  zone,  mainly  as  part  of  the  arsenal  of 
drugs  used  by  the  multi-users.  It  may  become  a serious  problem  in  the  near  future, 
if  the  consumption  continues  to  rise. 

We  can  conclude  that  the  use  of  medical  drugs  in  many  areas  is  greater  than 
the  use  of  the  non-medical,  but  the  pattern  of  consumption  varies  in  different  parts 
of  our  country. 

The  need  for  better  legislation  has  been  recognized  in  Mexico.  There  have 
been  increases  in  the  penalties  for  the  manufacturers,  distributors  and  dealers. 

3.  The  International  Concern  With  Psychotropic  Substances 

Serious  accusations  that  were  presented  by  Sweden  regarding  the  export  of 
stimulants  were  published  in  the  United  Nations  Bulletin  on  Narcotics  in  1968. 
Other  countries  presented  similar  declarations,  which  were  taken  to  the  General 
Assembly  of  the  World  Health  Organization.  The  United  Nations  Economic  and 
Social  Council  decided  to  review  the  need  for  a new  International  Treaty,  and 
appointed  the  United  Nations  Division  of  Narcotic  Drugs  to  prepare  draft 
legislation  for  a treaty  on  dangerous  psychotropic  substances.  The  United  Nations 
Commission  on  Narcotic  Drugs  in  its  23rd  ordinary  session,  examined  the  draft, 
revised  in  1970,  and  recommended  that  the  Economic  and  Social  Council  convene 
an  International  Conference. 

On  August  7th  1970,  the  Secretary-General  of  the  United  Nations  invited  the 
Mexican  Government  to  send  representatives  to  the  International  Conference.  The 
Mexican  delegation  included  the  following  public  officials:  as  head  of  the 
delegation.  Dr.  Luis  Weckmann  Munoz,  Ambassador  of  Mexico  to  Austria,  and  as 
cilternate  representatives,  the  Secretary  of  Exterior  Relations,  Lie.  Juan  Barona 
Lobato,  the  Secretary  of  Health  and  Assistance,  Dr.  Demetrio  Mayoral  Pardo,  and 
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Dr.  Adan  Punaro  Rondanini.  The  International  Conference  met  in  the  convention 
auditorium  of  the  Hofburg  Palace,  in  Vienna,  Austria  from  3anuary  11  to  February 
21,  1971. 

Over  seventy  countries,  sovereign  states,  observers  and  representatives  of 
international  organizations,  governmental  and  non-governmental,  attended. 
Mexico  participated  in  the  following  committees:  (i)  technical  matters;  (ii) 
prosecution  matters;  and  (iii)  editing. 

Two  general  tendencies  were  manifested.  One  proposal,  supported  by 
Sweden,  India,  Union  of  Soviet  Socialist  Republic,  Byelorussian  Soviet  Repbulic, 
Ukraine,  Czechoslovakia,  Yugoslavia,  Hungary,  Poland,  France,  Togo,  Tobago, 
Argentina,  Mexico,  Brazil  and  Venezuela  outlined  strict  international  prosecution 
and  a broad  reach  for  the  treaty. 

Another  tendency  was  supported  by  countries  where  the  great  chemical 
pharmaceutical  industries  are  found  and  which  are  the  exporters  of  psychotropic 
substances  and  pharmaceutical  specialities.  Included  in  this  group  were 
Switzerland,  Federal  Republic  of  Germany,  United  Kingdom  and  Northern  Ireland, 
the  United  States  of  America,  Belgium,  Denmark,  the  Netherlands  and 
Luxembourg.  These  nations  alleged  that  certain  substances  have  extensive 
therapeutical  use  and  fought  to  have  international  prosecution  weak,  flexible  and 
lax. 


The  Mexican  delegation  took  part  in  the  committees  and  full  meetings  when 
it  had  the  conviction  of  making  propositions  acceptable  to  the  majority,  or 
important  and  justified  contributions.  In  these  meetings,  Mexico  occupied  one  of 
the  eleven  vice-presidencies,  and  participated  actively.  Mexico  was  one  of  the 
nations  demanding  strict  measures  and  holding  opposite  opinions  to  those  of 
countries  producing  these  substances  and  seeking  a lax  prosecution. 

As  recorded  in  the  proceedings,  the  Mexican  delegation  argued  for  the 
establishment  of  an  exception  to  the  strict  regime  of  prosecution  in  Article  7, 
relative  to  hallucinogenic  substances  of  little  or  no  medical  use.  The  delegation 
pointed  out  that  in  some  places  of  the  world  hallucinogenous  plants  are  used  in 
religious  practices  of  ancestral  origin  by  certain  ethnic  groups,  as  the  Mazatecos  of 
the  Sierra  of  Oaxaca  who  use  hallucinogenous  mushrooms  (Psilocibe  Mexicana)  and 
the  Huicholes  and  Tarahumaras  who  use  peyote  (Lophophora-Williamsii).  It  could 
be  unfair,  said  the  Mexican  delegates,  to  carry  out  a repressive  action  against 
these  groups  and  Mexico  would  not  accept  the  treaty  if  this  exception  was  not 
applied. 

The  treaty  was  open  for  ratification  on  February  21,  1971.  It  represented  the 
response  of  the  international  community  to  the  abuse  and  non-medical  use  of 
substances  which  are  as  dangerous  to  the  physical  and  mental  health  of  mankind  as 
the  narcotics.  However,  psychotropic  substances  are  produced  on  a large  scale  by 
the  international  chemical  pharmaceutical  monopolies.  The  Convention  on 
Psychotropic  Substances  demands  prosecution  for  the  illicit  manufacture,  and 
international  marketing  of  psychotropic  substances. 

There  are  parallelisms  between  its  dispositions  and  those  of  the  Single 
Convention  on  Narcotic  Drugs  (1961).  Both  set  down  ways  of  avoiding  illegal 
traffic  and  clandestine  manufacture  through  international  cooperation  as  well  as 
through  national  activities. 
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Mexico  has  ratified  the  Convention  on  Psychotropic  Substances.  The 
Chamber  of  Senators  approved  it  on  December  29,  1972  and  the  corresponding 
decree  was  published  in  the  Official  Gazette  of  the  Federation  of  Mexico  on  March 
29,  1973.  It  was  promulgated  by  the  President  of  the  Republic  on  March  11,  1975, 
and  the  relative  decree  was  published  in  the  official  Gazette  of  the  Federation  on 
3une  25,  1975.  This  instrument  of  ratification  was  brought  to  the  Secretary- 
General  of  the  United  Nations  on  February  29,  1975,  effective  ninety  days  after 
coming  into  force  of  the  Convention.  * 

4.  The  Reasons  for  Ratifying  the  Convention  on  Psychotropic  Substances 

The  reasons  for  the  signing  of  the  Vienna  Convention  on  psychotropic 
substances,  were:  (i)  the  preoccupation  of  Mexico  with  the  growing  problem  of  the 
use  of  medical  and  non-medical  drugs;  and  (ii)  the  recognition  of  the  need  for 
participation  in  a common  effort,  not  only  within  the  states  of  a country  but  among 
nations. 

Mexico,  through  its  delegates  at  the  Vienna  meeting,  stated  that  the  internal 
demand  for  drugs  in  Mexico  is  not  sufficient  to  explain  the  scale  of  production  and 
supply  of  drugs.  The  problem  that  we  fight  does  not  therefore  have  a national 
origin.  The  demand  for  drugs  is  beyond  our  borders.  Our  task  would  not  be  so 
complex  nor  would  it  need  such  a decided  determination,  nor  the  investment  of 
such  vast  resources,  if  only  the  nations  in  which  the  demand  is  concentrated  could 
reduce  it. 

Each  nation  must  face  its  own  problems  to  prevent  other  nations  from 
corruption.  We  must  give  our  cooperation  and  help  to  that  nation  by  way  of  human 
solidarity  and  beyond  the  legal  obligations  incurred  sovereignly  in  the  international 
ambit,  inasmuch  as  this  constitutes  a must  for  world  health. 

International  cooperation  is  essential  for  the  effective  solution  of  the  drug 
problem,  and  must  receive  full  attention  from  all  United  Nations  Member  States. 
Coordination  should  mean  coordination  of  efforts,  not  subordination  and  therefore 
the  sovereignty  and  safety  of  a nation  must  be  respected  without  restrictions,  by 
the  nation  itself,  as  well  as  by  the  international  organizations.  Mexico  does  not 
permit  interference  from  other  countries  nor  from  organizations  that  show 
imperialistic  pretensions.  Mexico  cooperates  and  works  shoulder  to  shoulder  with 
other  nations,  always  in  close  coordination  and  never  shall  become  involved  in  a 
subordination  which  might  affect  its  sovereignty. 

5.  National  Laws  and  Regulations  Concerning  Psychotropic  Substances 

On  3uly  23,  1976,  the  Official  Gazette  published  the  rules  and  regulations  on 
narcotics  and  psychotropic  substances  which  became  effective  30  days  after  their 
publication.  They  described  the  decisions  taken  regarding  the  acquisition,  import, 
export,  medical  prescription,  supply,  possession,  transport,  investment,  use, 
consumption  of  drugs  and  every  act  related  to  the  traffic  or  supply  of  narcotics  and 
psychotropic  substances.  An  exception  was  some  drugs  which  can  only  be  used 
towards  medical  or  scientific  ends  (subject  to  the  Sanitary  Code  of  the  United 
States  of  Mexico  and  other  regulations).  Some  amendments  to  the  Sanitary  Code, 
regarding  toxic  substancs  susceptible  to  "illegal  use"  by  inhalation,  are  expected  to 
be  promulgated  this  month  (September  1980). 


* 


Mexico  subscribed  to  the  Single  Convention  on  Narcotic  Drugs  (1961)  in  1967. 
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The  Mexican  Government  has  fully  kept  its  obligations  under  the 
international  drug  treaties.  The  National  Legislature  has  a great  sense  of 
responsibility  and  altruism  concerning  the  fight  against  drug  abuse  and  makes  all 
efforts  possible.  However,  in  some  nations  demand  has  not  been  decreased,  but 
increased.  Some  now  permit  the  private  use  of  marihuana  and  are  becoming 
lenient  about  control  legislation  and  court  imposed  penalties. 
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THE  CONVENTION  ON  PSYCHOTROPIC  SUBSTANCES 
WITH  SPECIAL  REFERENCE  TO  NIGERIA 

•X- 

Professor  Amechi  Anumonye 


1.  Definition 

In  Nigeria,  according  to  the  law  books  the  term  "drug"  includes  any  substance 
of  vegetable,  animal,  mineral  origin  or  any  preparation  or  admixture  thereof,  which 
is  used  for  internal  or  external  application:  to  the  human  body  in  the  treatment  of 
disease. 

Drugs  and  medicinal  preparations  are  federally  controlled  under  the 
provisions  of  the  following  laws. 

(a)  The  Pharmacy  and  Poisons  Act 

(b)  The  Food  and  Drugs  Decree 

(c)  The  Dangerous  Drugs  Act 

(d)  The  Pharmacists  Act  of  1964  which  limited  and  prescribed  the  training  and 
qualification  of  those  who  may  deal  in  the  various  drugs.  Its  main  provisions  dealt 
^so  with  matters  of  professional  practice  and  discipline. 

2.  Pharmacy  cind  Poisons  Act 

The  Act  regulated  the  sale  and  distribution  of  drugs  generally.  Drugs 
considered  to  be  very  potent,  and  requiring  strict  professional  supervision  are  listed 
as  Poisons  in  Schedule  1 of  the  Act.  Schedule  1 Poisons  are  further  subdivided  into 
five  parts;  each  part  being  subjected  to  varying  degrees  of  controls.  Although 
Dangerous  Drugs  (Narcotics)  are  the  subject  of  a separate  Chapter  (40)  of  the  Laws 
of  the  Federation  of  Nigeria,  they  are  also  listed  as  Schedule  1 Part  1 Poisons. 

Poisons  listed  in  Part  III  of  Schedule  1 are  prescription  drugs  and  they 
included  antibiotics,  sulphonamides,  hormones,  barbiturates  and  others.  These  can 
only  be  made  available  to  the  patient  on  prescription  of  qualified  persons.  They  can 
also  only  be  sold  or  dispensed  from  shops  or  pharmacies  under  full  time  supervision 
of  registered  and  licensed  pharmacists. 

Schedule  1 Part  IV  Poisons  are  mainly  industrial  chemicals,  detergents,  agro- 
chemicals and  similar  preparations.  They  included  chemicals  like  Sulphuric  acid. 
Nitric  acid.  Soluble  Salts  of  Oxalic  Acid,  Mercurial  compounds  for  agriculture. 
Phenols,  Potassium  and  Sodium  hydroxide. 

These  may  be  imported  and  distributed  under  special  licence.  The  holders  of 
this  licence  are  called  Part  IV  Poisons  Sellers.  Such  people  in  applying  for  the 
licence  are  required  to  satisfy  the  licensing  authority  that  the  nature  of  their 
business  justifies  the  handling  of  such  chemicals. 

The  Second  Schedule  to  the  act  deals  with  such  poisons  as  are  totally 
exempted  from  certain  restrictive  provisions  namely  adhesive,  distempers,  lacquer 
solvents,  marking  ink  and  similar  others. 
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The  Act  also  prohibits  the  advertisement  to  the  public  of  medicaments  of 
devices  for  the  cure  or  relief  of  certain  diseases. 

3.  Psychotropic  Substances  Used  in  Nigeria 

Although  Nigeria  has  not  yet  ratified  the  Convention  on  Psychotropic 
Substances,  such  substances  are  controlled  either  as  Schedule  1,  Part  III  Poisons 
under  the  Poisons  and  Pharmacy  Act,  or  as  substances  listed  in  Schedule  II  of  the 
Food  and  Drugs  Decree.  Under  the  latter  Decree,  the  importation  of  the  substances 
is  prohibited  except  under  licence  which  is  usually  issued  to  applicants  for  use  which 
must  also  be  approved  by  the  Federal  Minister  for  Health.  The  list  under  Schedule  II 
of  the  Food  and  Drugs  Decree  is  slightly  extended  to  include  drugs  which  are  not 
under  international  control,  but  which  constitute  health  hazards  because  of  their 
abuse,  for  example  caffeine,  Ephedrine  Hydrochloride,  and  Chloramphenicol. 

In  1973,  the  Government  directed  that  all  federal  laws  on  drugs  should  be 
updated,  and  combined  into  a single  Drug  Abuse  Control  Decree.  Further,  a 
separate  unit  for  control  of  narcotics  and  drugs  abuse  was  planned.  There  would  be 
one  National  Drug  Abuse  Control  Committee  at  the  federal  level.  State  Drug  Abuse 
Control  Committees  were  to  be  established  in  every  state.  All  the  decisions  have 
been  implemented  except  the  review  of  the  drug  laws.  The  laws  being  reviewed  and 
updated  in  many  areas  include  the  following: 

(i)  Siting  of  pharmacies  will  be  controlled  to  make  for  even  distribution  of 
pharmaceutical  services  to  the  public. 

(ii)  Legal  basis  will  be  given  for  centralization  of  narcotic  importation. 

(iii)  It  is  envisaged  that  the  authority  of  psychiatrists  will  be  reinforced  so  that 
they  are  able  to  offer  treatment  where  necessary. 

(iv)  Treatment  and  rehabilitation  of  drug  dependent  people  will  be  provided  for. 

(v)  Psychotropic  substances  will  be  more  specifically  controlled  in  the  spirit  of 
the  Convention  onf  Psychotropic  Substances. 

(vi)  Legal  basis  will  also  be  provided  for  the  activities  of  the  Advertisements 
Committee.  This  Committee  is  charged  with  vetting  of  all  advertisements  on  drugs 
before  they  are  exposed  to  the  public.  It  is  proposed  to  make  it  an  offence  to 
publish  drug  advertisements  that  have  not  been  authorized  by  the  Advertisement 
Committee  of  the  Ministry  of  Health. 

Although  Nigerian  law  as  stated  earlier  classifies  all  drugs  into  schedules  1, 
2,  3 and  4,  there  is  also  a group  of  unscheduled  drugs.  This  is  the  group  where  most 
of  the  psychotropics  are  included.  The  major  categories  of  psychotropic  substances 
used  in  Nigeria  are  classified  by  the  World  Health  Organization.  (2) 

a)  Anxiolytics  (especially  diazepam,  chlordiazepoxide,  flurazepam,  nitrazepam 
and  meprobamate). 

b)  Non-barbiturate  hypnotics  (especially  ethclorvynol,  glutethimide 
methypryion,  ethinamate,  chloral  hydrate  and  paraldehyde). 
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c)  Anorectics  (especially  phenmetrazine,  phenthormine,  amfepramane, 
phendimentrazine,  ben zphet amine,  manzindol,  chlorphentermine,  chlortermine  and 
fenfluramine). 

d)  Agonist  (or  antagonist)  opiate  analgesics  (pentazocine,  buterphenol, 
nalbuphine,  buprenorphine  and  perhaps  cyclazocine). 

Table  1 illustrates  some  names  of  the  psychotropic  drugs  seen  in  Nigeria. 

4.  Convention  on  Psychotropic  Substances 

Some  important  observations  are  necessary  regarding  the  schedules  of  the 
Convention  on  Psychotropic  Substances  with  regard  to  Nigeria  (Table  2). 

(i)  Most  Schedule  1 substances  do  not  seem  to  appear  in  Nigeria.  There  is  a 
suspicion  about  LSD.  Although  cannabis  is  the  greatest  drug  problem  in  Nigeria, 
THC  is  not  yet  known  to  be  circulating  in  the  country.  It  is  unclear  what  the  reason 
is.  It  is  unlikely  that  it  is  because  of  the  national  control  that  there  is  no  movement 
of  these  substances  in  Nigeria.  Drug  users  appear  not  to  have  experienced  them  yet. 
Nigerian  drug  abusers  are  still  unsophisticated. 

(ii)  The  substances  in  Schedule  II  are  under  legal  control  in  Nigeria  but  they  are 
freely  available.  Special  licence  is  required  to  import  the  amphetamines  and  this 
licence  is  very  difficult  to  obtain.  It  is  believed  that  some  stock  consigned  to  the 
neighbouring  African  countries  through  Nigerian  ports  goes  missing  at  the  port  or  is 
intercepted  in  its  journey  between  the  port  and  the  neighbouring  country.  Some  of 
the  stock  also  returns  to  Nigeria  across  the  border  especially  in  the  northern  parts 
of  Nigeria.  All  these  drugs  including  amphetamines  are  not  manufactured  in 
Nigeria. 

Amphetamines  are  abused  by  long  distance  drivers  who  take  them  to  keep 
awake,  by  students  who  want  to  read  for  long  hours,  by  some  athletes  for  increased 
energy,  by  housewives  to  reduce  weight  and  to  cope  with  depression.  The  last  use 
(treatment  of  depression)  is  uncommon.  Methamphatamine  which  used  to  be 
imported  as  injectable  preparation  is  no  longer  available.  The  other  drugs  in 
Schedule  II  are  relatively  uncommon.  They  are  nevertheless  available. 

(iii)  Substances  listed  in  Schedule  III  are  mainly  used  as  hypnotics.  They  are 
freely  available  from  the  chemist  shops  or  through  prescriptions  by  qualified 
practitioners  as  well  as  from  the  occasional  patent  medicine  stores,  road  side 
hawkers  and  market  stalls.  Their  abuse  among  young  people  is  for  suicidal  behaviour 
rather  than  for  sleeping.  (3)  Of  course  the  amphetamine  users  are  also  using 
barbiturates  to  counteract  the  sleeplessness  due  to  amphetamines. 

Substances  in  Schedule  III  are  not  controlled  but  they  are  not  very  frequently 
used.  One  exception  is  phenobarbital  which  is  commonly  available,  being  one  of  the 
highly  recommended  drugs  for  epilepsy.  The  abuse  rate  is  small,  methaqualone  is  no 
longer  freely  available.  We  once  had  an  epidemic  of  methaqualone  abuse  among 
Nigerian  students.  Four  or  five  years  ago  it  was  known  to  be  prepared  in  the  form 
of  tablets  by  a local  Nigerian  pharmaceutical  organization.  The  abuse  of  "Mandrax" 
as  the  composition  is  called  seems  to  have  gone  out  of  fashion.  Other  drugs  in  this 
Schedule  are  rarely  used.  The  unscheduled  substances  which  are  of  importance  are 
the  benzodiazepines.  New  varieties  arrived  with  regularity  and  are  being  pushed 
into  the  market  by  the  manufacturing  companies.  The  groups  that  are  available  are 
contained  in  Table  1. 
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5.  Nigeria’s  Reluctance  to  Adopt  the  Treaty  on  Psychotropic  Substances 

The  Convention  on  Psychotropic  Substances  has  not  been  adopted  by  Nigeria. 
Investigation  at  the  Narcotic  and  Drug  Abuse  Division  of  the  Ministry  of  Health, 
indicates  that  Nigeria  is  about  to  adopt  the  treaty.  The  reasons  why  the  Convention 
was  not  ratified  earlier  by  Nigeria  are  mostly  those  of  caution. 

(i)  The  officials  argued  that  the  countries  which  produced  the  psychotropic  drugs 
in  Europe  and  America  did  not  ratify  the  Convention.  They  therefore  did  not  see 
the  reason  why  those  who  receive  the  drugs  should  be  the  only  ones  to  ratify  the 
Convention.  Table  3 shows  some  of  the  countries  supplying  drugs  to  Nigeria.  Eight 
out  of  ten  of  them  are  in  Europe. 

(ii)  The  Federal  Ministry  officials  argued  that  it  was  necessary  to  ensure  that 
those  who  ratified  the  treaty  observed  the  rules  of  the  Convention. 

6.  Nigeria’s  Readiness  to  Ratify  Now 

The  decision  to  ratify  now  is  related  to  the  following: 

(i)  The  officials  indicated  that  by  ratifying  Nigeria  would  lend  her  support  to  a 
large  group  of  other  countries  in  enforcing  the  rules  and  in  ensuring  that  other 
absenting  countries  eventually  ratify  the  Convention. 

(ii)  By  ratifying  the  Convention  the  officials  indicated  that  a measure  of 
protection  would  be  obtained  against  exporters  from  the  manufacturing  countries. 
It  would  be  easier  to  make  use  of  a central  agency  (the  United  Nations)  to  influence 
international  exportation  of  psychotropic  drugs. 

(iii)  The  officials  indicated  that  ratifying  the  Convention  provided  a simple 
mechanism  in  ensuring  that  the  producing  countries  did  not  use  Nigeria  as  a dumping 
ground  for  drugs.  All  that  Nigeria  has  to  do  on  discovering  that  the  dumping  is  being 
done  is  to  inform  the  Secretary-General  and  the  Secretary-General  would  take 
action  as  necessary. 

(iv)  By  ratifying  the  Convention,  Nigeria  would  have  a stronger  voice  in  the 
community  of  nations  and  could  request  action  which  would  be  certain  to  be 
enforced. 

(v)  By  ratifying  and  joining  the  community  of  nations,  Nigeria  would  transfer  the 
responsibility  of  enforcing  the  Convention  on  to  the  world  body  which  would  have 
the  administrative  machinery  to  carry  this  out. 

7.  Advantages  of  the  Convention 

(i)  The  federal  authorities  indicate  that  an  advantage  of  ratifying  the  treaty  will 
be  that  the  government  will  be  sure  to  get  assistance  in  their  effort  to  prevent 
abuse  of  psychotropic  drugs,  many  of  which  are  dependence-producing.  This  will 
also  help  in  reducing  the  harmful  effects  of  the  drug  of  abuse. 

(ii)  Joining  the  treaty  will  give  the  country  the  benefit  of  the  experience  of  the 
other  countries. 
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(iii)  It  will  provide  a safeguard  that  all  countries  will  be  made  by  the  world  body 
to  comply  with  their  obligation  to  other  countries.  It  is  hoped  that  by  ratifying  the 
Convention  Nigeria  will  get  reports  from  the  United  Nations  of  the  situation  of 
illicit  traffic  as  well  as  of  drug  abuse  problems. 

(iv)  It  is  hoped  that  by  ratifying  the  country  will  get  the  benefit  of  the  controlling 
power  of  the  United  Nations  organizations  to  limit  cultivation,  production  and 
manufacture  and  yet  be  assured  of  the  availability  of  drugs  for  proper  use. 

(v)  It  will  be  an  aid  to  limit  and  control  the  excessive  use  by  medical  personnel, 
by  examining  the  production,  manufacture,  consumption,  import  and  export  of  such 
substances. 

(vi)  Nigeria  benefits  from  the  information  disseminated  by  the  United  Nations 
and  the  World  Health  Organization  regarding  the  dependence-producing  properties 
or  the  abuse  capabilities  of  drugs. 

A major  consideration  is  that  by  ratifying  the  treaty,  the  country  hopes  to 
get  access  to  the  stock  of  information  emanating  from  other  countries. 

8.  Ccxitrol  of  Drugs 

At  the  present  moment  in  Nigeria,  the  control  of  drugs  (psychotropic  or 
otherwise)  is  not  effective.  Nigerian  laws  include: 

(a)  A Pharmacy  Ordinance 

(b)  The  Dangerous  Drug  Ordinance 

(c)  Food  and  Drug  Decree. 

Nevertheless  there  is  still  an  indiscriminate  distribution  of  drugs  of  all  types. 

(i)  Patent  medicine  stores  who  though  not  licensed  to  handle  psychotropic  drugs 
sell  these  illicitly.  The  policing  of  the  law  is  very  difficult. 

(ii)  Prescribing  of  psychotropic  drugs  especially  the  anxiolytics  by; 

(a)  physicians  in  private  practice  and 

(b)  workers  in  general  hospitals  including  teaching  hospitals. 

Overworked  physicians  prefer  drugs  to  psychotherapy.  A doctor  with  80  patients  in 
one  morning  cannot  afford  any  of  them  40  minutes  psychotherapy. 

(iii)  There  is  indiscriminate  uncontrolled  distribution  of  drugs  of  all  types  by 
traders  in  the  market  and  by  hawkers. 

(iv)  Another  group  of  people  who  mave  made  controlling  of  drugs  very  difficult  is 
the  non-doctor  personnel  of  the  hospitals.  This  includes  virtually  anybody  working  in 
the  hospital  even  to  the  level  of  untrained  staff. 

(v)  Smugglers  from  the  customs,  wharf,  airport  and  across  the  border  between 
Nigeria  and  the  neighbouring  countries  are  very  difficult  to  handle  especially  if 
there  is  a possibility  of  the  policing  official  being  corrupt.  This  is  common  all  over 
the  world. 
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(vi)  The  danger  created  by  travelling  sales  representatives  of  drug  manufacturing 
companies  is  a real  one.  Their  good  work  can  produce  serious  problems.  Table  U 
shows  that  not  less  than  20  major  drug  companies  distribute  psychotropic  substances 
through  travelling  salesmen. 

9.  Problems  Anticipated  on  Signing 

The  impression  is  that  after  ratifying  the  treaty  the  drug  scene  in  Nigeria  is 
not  likely  to  change.  The  reasons  are  that: 

(i)  Cultivation  of  cannabis  in  Nigeria  as  well  as  the  distribution  is  unlikely  to  be 
affected.  The  main  difficulty  is  that  of  policing  the  control.  At  the  present 
moment  THC  as  such  is  unknown. 

(ii)  Smuggling  is  going  to  continue  to  be  difficult  to  deal  with  and  it  is  often  the 
major  source  of  illicit  psychotropic  drugs.  This  is  a world-wide  problem  created  by 
the  manufacturing  countries  for  the  non-manufacturing  ones. 

(iii)  There  is  the  danger  which  has  always  existed  with  us  in  that  European 
countries  as  well  as  a few  Middle  Eastern  states  have  used  Nigeria  as  a dumping 
ground  and  there  is  no  guarantee  that  they  are  going  to  stop. 

(iv)  The  dumping  system  can  be  controlled  by  the  pharmaceutical  companies  who 
have  representatives  who  are  pharmacists  licensed  to  import  and  sell  these  drugs. 
This  has  both  political,  economic  and  financial  overtones.  The  blame  does  not  lie 
only  on  the  exporting  companies,  the  major  part  lies  on  the  receiving  companies  in 
Nigeria. 

(v)  It  is  important  to  know  that  many  Nigerians  do  not  appreciate  the  danger  of 
indiscriminate  use  of  psychotropic  drugs. 

There  will  be  an  increase  in  demand  and  when  there  is  a demand,  even  when  there  is 
good  control,  a clandestine  business  will  go  on  flourishing.  Nigeria  has  not  tackled 
seriously  the  issue  of  "preventive  measures." 

10.  Solutions  to  These  Problems 

The  problem  of  controlling  the  importing  of  illicit  drugs  is  not  an  easy  one 
anywhere  in  the  world.  The  problem  of  controlling  distribution  and  of  abuse  is  often 
more  difficult.  One  way  to  effect  a control  is  to  reduce  the  demand  and  one  way  to 
reduce  the  demand  is  to  educate  the  drug  abusers  of  the  danger  of  psychotropic 
agents  especially  in  the  production  of  dependence.  Other  ways  include  applying  the 
international  treaties  and  hoping  that  manufacturing  countries  can  find  a 
compromise  between  the  desire  to  enhance  their  economies,  the  associated  political 
considerations  and  the  dangers  to  the  health  of  receiving  countries. 

Those  of  us  in  the  developing  countries  where  the  drug  scene  is  changing 
rapidly  are  seriously  frightened  when  we  look  at  what  goes  on  in  the  developed  and 
over-developed  countries. 
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TABLE  1 

Psychotropic  Drugs  (Minor  Tranquillizers) 
Available  in  Nigeria 


BARBITURATES 


Specific  Name 

Trade  Name 

1. 

Allobarbitone 

Spasmoplus/Ipronal 

2. 

Amylobarbitone 

Amobarbital/Amargyl/Protamyl 

3. 

Butobarbitone 

Butalgin/Butosed/Stoval/Sonalgin/ 

Sonergan/Soneryl 

U, 

Pentobarbitone 

Bamydorm/Nembutol 

5. 

Phenobarbitone 

Gardinal/Bellecornal/Bellergal/ 

Icenal/Sevenal 

BENZODIAZEPINS 

1. 

Chlordiazepoxide 

Librium/Limbitrol/Brillium/Elenium/ 

Radepu/Elkorium/Tensium 

2. 

Diazepam 

Valium/Faustan/Adumbran/Rdlanium/ 

Propium 

3. 

Lorezepam 

Ativan 

4. 

Flurazepam 

Dalmane 

5. 

Nitrazepam 

Mogadon 

6. 

Medazepam 

Megasedan/Nobrium 

7. 

Oxazepam 

Serepax/T  acepam 

MISCELLANEOUS 

1. 

Meprobamate 

Andazine/Mepronil/Equanil/Patranguil/ 

Equagesic/Dystazine/Tranquoadamon 

2. 

Glutethimide 

Doriden/  Rigenox 

3. 

Methaqu  alone 

Motolon/Revonal/Mandrax/Sleepinal/ 

Staurodorm 

4. 

Doxepin 

SinequanGSilex 

5. 

Benzoctomine 

Tacitin 
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TABLE  2 

The  Schedule  of  the  Psdiyotropic  Convention 
Relevant  in  Nigeria 


Other  Non-Proprietary 


Schedule 

Drug  Name 

or  Trivial  Names 

I 

Lysergide 

LSD,  LSD- 

II 

1. 

Amphetamine 

- 

2. 

Dexamphetamine 

- 

3. 

Methamphetamine 

- 

Others 

III 

1. 

Amobarbital 

see  table  1 

2. 

Cyclobarbital 

- 

3. 

Glulethimide 

- do  - 

Pentobarbital 

5. 

Secobarbital 

IV 

1. 

Mebrobamate 

see  table  1 

2. 

Methaqualone 

3. 

Phenobarbitone 

Others 
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TABLE3 

Countries  and  Number  of  Psychotrc^cs 
Marketed  in  Nigeria 


COUNTRY  NUMBER  OF  DIFFERENT  DRUGS 


1. 

Switzerland 

15 

2. 

Sweden 

1 

3. 

Hungary 

9 

4. 

Egypt 

1 

5. 

United  Kingdom 

8 

6. 

West  Germany 

8 

7. 

United  States 

3 

8. 

France 

2 

9. 

Italy 

2 

10. 

Saudi  Arabia 

1 

11. 

Denmark 

1 

First  column  shows  11  countries  that  supply  some  psychotropic  substances  to  Nigeria 
through  their  Nigerian  agents.  Second  column  shows  the  number  of  different 
psychotropic  substances  supplied  starting  from  15  different  drugs  (Switzerland)  to  1 
drug  from  Denmark,  etc. 
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TABLE  4 

Major  Drug  Com|>anies  that  Market  Psychotropic  Drug^  in  Nigeria 

COMPANY  TYPES  OF  PSYCHOTROPIC  DRUGS 


1. 

Ciba 

3 

2. 

Astra 

2 

3. 

Biode 

4 

4. 

Imarsel 

6 

5. 

M & B 

6 

6. 

Polfa 

5 

7. 

Abbott 

1 

8. 

Roche 

3 

9. 

Mevek 

1 

10. 

Dologregiet 

1 

11. 

Boeringer 

1 

12. 

Wyeth 

3 

13. 

Dizengoff 

1 

14. 

Sandoz 

1 

15. 

Galenikal 

1 

16. 

Lepetit 

2 

17. 

Elkomilan 

1 

18. 

Intermed 

2 

19. 

International  Ethical 

1 

20. 

Vofmed 

1 

21. 

Afro  arab 

1 

22. 

Scampharm 

1 
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SWEDISH  EXPERIENCES  WITH  THE 
CONVENTION  ON  PSYCHOTROPIC  SUBSTANCES 

-x- 

Mr.  Tan  Ording  and  Bengt  Wennermark 


1.  Information  on  the  Maun  Psychotrc^c  Drugs  Used 
and  Abused  in  the  Country 

The  list  of  drugs  covered  by  the  Convention  on  Psychotropic  Substances  is 
shown  on  pages  157  to  159. 

(i)  Licit  Consumption  of  Substances  in  the  Convention’s  Schedule  II 

The  central  nervous  system  (CNS)  stimulants  listed  in  the  Convention's 
Schedule  II  are  not  registered  as  pharmaceutical  in  Sweden.  Since  July  1,  1968 
they  may  only  be  prescribed  with  the  permission  of  the  National  Board  of  Health  ic 
Welfare  in  each  individual  case.  Applications  for  permission  must  be  accompanied 
by  a physician's  written  justification  for  the  measure.  Licences  for  treatment  with 
these  substances  are  granted  by  the  Department  of  Drugs  of  the  National  Board  of 
Health  <5c  Welfare.  Since  1976  approximately  UOO  people  have  received  such 
treatment  on  some  occasion,  usually  on  the  diagnosis  of  narcolepsy.  Most  were 
treated  with  amphetamine  sulphate  (5  mg)  in  doses  comprising  2 to  15  tablets  a 
day.  In  recent  years,  consumption  (=  import)  has  amounted  to  about  2-3  kg  of 
amphetamine  annually. 

(ii)  Licit  Consumption  of  Substances  in  the  Convention’s  Schedules  III  and  IV 

Only  8 of  the  16  substances  in  the  Convention's  Schedules  III  and  IV  are  now 
registered  as  pharmaceuticals  in  Sweden.  (1)  These  are: 

Amobarbital  (in  1 1 products) 

Cyclobarbital  (in  2 products) 

Pentobarbital  (in  7 products) 

Secobarbital  (in  1 product) 

Amphepramone  (in  2 products) 

Meprobamate  (in  12  products) 

Methyprylon  (in  1 product) 

Phenobarbital  (in  14  products) 

As  the  following  consumption  statistics  illustrate,  consumption  of  practically  all 
these  substances  has  declined  from  1975  to  1979. 


* 


Socialstyrelsen,  The  National  Board  of  Health  and  Welfare,  S-106  30 
Stockholm,  Sweden. 


Defined  daily  doses  (DDD)/1000  inhabitants/day 


Schedule  III 


1975 

1976 

1977 

1978 

1979 

Amobarbital 

4.78 

4.03 

3.58 

2.47 

2.19 

Cyclobarbital 

0.31 

0.32 

0.34 

0.23 

0.17 

Pentobarbital 

3.09 

2.87 

2.62 

2.05 

1.84 

Secobarbital 

0.56 

0.53 

0.47 

0.45 

0.46 

Schedule  IV 


1975 

1976 

1977 

1978 

1979 

Amphepramone 

0.39 

0.38 

0.36 

0.31 

0.25 

Meprobamate 

1.41 

1.32 

1.24 

1.52 

1.42 

Methyprylon 

0.29 

0.25 

0.24 

0.22 

0.19 

Pheno  barbital 

1.99 

1.84 

1.70 

1.58 

1.49 

The  figures  can  be  compared  to  the  sales  of  the  two  most  widely  sold  substances  in 
the  hypnotics-sedatives  category.  In  1978  they  were  nitrazepam  (e.g.,  Mogadon) 
with  26.8  DDD  per  1000  inhabitants  and  diazepam  (e.g.,  Valium)  with  12.2  DDD  per 
1000  inhabitants. 

(in)  Over-consumption  of  Sedatives  and  Hypnotics 

We  only  have  limited  information  of  the  extent  to  which  sedatives  and 
hypnotics  are  misused  in  Sweden.  However,  an  analysis  of  sales  statistics  and 
studies  of  various  population  groups  do  provide  some  insight  into  the  domestic 
consumption  of  these  substances.  According  to  official  records,  their  sales, 
measured  in  the  number  of  tablets  sold,  rose  by  42%  during  the  latter  part  of  the 
1960s.  However,  sales  declined  by  a fifth  from  1970  to  1978,  i.e.  from  432  to  349 
million  tablets.  The  decline  for  the  barbiturate  product  group  was  even  greater. 
Sales  here  dropped  by  almost  two-thirds  over  the  same  period  of  time. 

Special  studies  conducted  must  be  consulted  in  order  to  obtain  some  idea  of 
the  distribution  of  these  products  in  the  population.  One  national  random  sampling 
survey  from  1971  disclosed  that  15.8%  of  the  population  had  used  psychotropic 
medication  in  the  preceding  year.  (2)  The  1974  Cost-of-Living  Study  showed  that 
approximately  6.5%  of  the  population  from  16  to  74  years  had  taken  either  a 
hypnotic  or  tranquilizer  in  the  previous  two-week  period.  Approximately  2.5%  of 
them  did  so  on  a regular  basis.  (3) 

The  consumption  of  medicine  in  the  1970s  was  studied  in  a cross-section  of 
the  population  in  Jamtland  County.  The  study  showed,  for  example,  that  15.5%  of 


- 144  - 


the  population  group  studied  had  received  a prescription  in  1970  for  a 
hypnotic/sedative  or  ataractic;  1.2%  of  them  had  purchased  these  medicines  seven 
times  or  more.  However,  according  to  the  study,  direct  abuse  of  these  drugs 
appeared  to  be  relatively  uncommon.  A purchasing  pattern  suggestive  of  abuse 
could  only  be  seen  in  4 of  the  2566  subjects  buying  these  medicines  during  the  year. 
The  risk  of  a dose  increase  over  a 5-year  period  was  estimated  by  the  study  to  be 
no  more  than  1 person  in  345.  (4) 

Studies  of  certain  groups  of  pharmaceutical  consumers  whose  choice  of  drugs 
for  misuse  was  studied  may  also  be  of  interest  in  this  context.  One  such  study 
published  in  1977,  comprising  55  drug-dependent  patients  admitted  to  a hospital 
psychiatric  department,  found  a predominance  of  benzodiazepines.  More  thag 
half  of  the  patients  had  misused  drugs  belonging  to  this  medication  category. 
Barbiturates  and  meprobamate  had  been  misused  by  42%  and  37%  respectively  of 
this  group  of  patients.  The  corresponding  figure  for  methaqualone  (now  stricken 
from  the  list  of  registered  pharmaceuticals  in  Sweden)  was  17%.  According  to 
scientists,  the  results  of  this  and  other  studies  in  the  field  suggest  that  both 
pharmacological  properties  and  the  prescription  habits  of  doctors  may  be  important 
in  the  assessment  of  a pharmaceutical's  abuse  potential.  (5)  The  same  pattern  in 
the  choice  of  drugs  for  misuse  was  also  found  in  another  study.  In  this  case,  the 
subjects  comprised  13  people  with  problems  arising  from  the  misuse  of  sedatives 
and  hypnotics  and  who,  from  1975  to  1977,  had  participated  in  group  therapy 
provided  by  a voluntary  organization  for  help  to  drug  misusers.  The  most  popular 
pharmaceuticals  misused  in  this  group  were  benzodiazepines.  There  were  several 
psychotropic  substances,  such  as  amobarbital,  secobarbital,  methaqualone  and 
glutethimide,  among  the  misused  sedatives.  (6) 

(iv)  Illicit  Consumption  of  Substances  Covered  Under 

the  Psychotropic  Convention 

Of  all  the  substances  in  the  Convention's  Schedules,  the  central  nervous 
system  (CNS)  stimulants  in  Schedule  II  constitute  the  biggest  problem  in  respect  to 
illicit  traffic  and  misuse.  The  misuse  of  CNS  stimulants  increased  rapidly  in 
Sweden  in  the  latter  part  of  the  1960s,  and  misusers  turned  in  increasing  numbers 
to  intravenous  injection  of  the  drugs.  The  number  of  misusers  of  these  substances 
does  not  appear  to  have  undergone  any  major  change  in  the  1970s.  However,  CNS 
stimulants  remain  the  predominant  drug  misused  by  people  resorting  to  intravenous 
injection.  A study  recently  completed  by  the  Ministry  of  Health  and  Social  Affairs 
on  the  misuse  of  addictive  drugs  reported  that  there  were  7500  to  10000  mainlining 
addicts  in  Sweden.  More  than  80%  of  these  people,  according  to  the  study,  were 
misusers  of  CNS  stimulants.  (7) 

In  1978  and  1979  misusers  of  CNS  stimulants,  especially  in  Stockholm, 
experienced  shortages  in  supplies  of  amphetamine,  and  quality  was  poor.  The 
shortage  has  induced  drug  dealers  to  attempt  to  make  amphetamine  themselves. 
According  to  some  observers,  this  shortage  has  also  caused  misusers  of  CNS 
stimulants  to  switch  over  to  cannabis  or  alcohol  to  a certain  extent,  but  shortages 
could  entice  young  misusers  into  even  trying  heroin.  It  is  obviously  difficult  to 
determine  with  any  certainty  which  CNS  stimulant  is  most  frequently  misused  on 
the  illicit  market,  but  some  idea  can  be  obtained  from  the  illicit  narcotics  seized 
by  the  police  and  customs.  According  to  their  records,  amphetamine  is  the 
predominant  CNS  stimulant  and  constituted  about  89%  of  all  the  CNS  stimulants 
(23.5  kg)  seized  in  1979.  The  remainder  consisted  of  phenmetrazine. 
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No  extensive  misuse  of  the  other  substances  in  the  Convention's  Schedules  I 
and  II  is  known  in  Sweden.  LSD  use,  which  was  relatively  widespread  at  times  a 
few  years  ago,  has  only  been  found  to  a limited  extent  in  recent  years.  Only  a few 
micrograms  have  been  seized  by  the  police  and  customs  in  recent  years,  with  the 
exception  of  1978. 

Other  drugs  are  also  abused  by  misusers  of  narcotics  in  Sweden.  A brief 
review  of  narcotics  abuse  in  Sweden,  not  involving  psychotropic  substances,  is 
provided  below. 

The  most  widespread  substance  in  the  1970s  was  cannabis.  The  abuse  of 
cannabis  appears  to  have  taken  place  all  over  the  country.  The  prevalence  studies 
conducted  by  the  authorities  suggest  that  the  number  of  young  people  who  have 
tried  narcotics  - primarily  cannabis  - has  declined  in  recent  years.  The  studies 
have  also  shown  that  most  of  the  youths  using  cannabis  abandon  it  after  trying  it 
one  or  more  times.  Cannabis  is  the  predominant  narcotic  even  in  the  small  group 
of  youths  who  had  used  narcotics  many  times.  Increasing  misuse  of  hashish 
(cannabis)  was  noted  in  Stockholm  in  the  spring  of  1980,  and  misuse  is  being  found 
in  increasingly  younger  age  brackets. 

The  abuse  of  opiates  in  Sweden  has  been  virulent  in  the  past  decade.  During 
the  first  few  years,  opium,  which  was  smoked,  eaten  or  injected,  was  employed  to  a 
limited  extent.  This  substance  was  subsequently  superseded  on  the  illicit  market 
by  morphine  base  (a  nutmeg-colored  powder  which  must  be  dissolved  in  citric  acid 
or  ascorbic  acid  before  injection).  Heroin  arrived  about  1974  and  has  predominated 
ever  since.  It  is  misused  by  thousands  of  addicts  in  Stockholm  and  Malmo.  An 
increase  in  the  number  of  deaths  due  to  overdoses  and  attendant  complications  has 
followed  in  the  wake  of  heroin  abuse.  At  present,  at  least  50  mainlining  addicts  die 
each  year.  In  the  aforementioned  review  of  the  misuse  of  hard  drugs  in  Sweden, 
the  number  of  opiate  abusers  was  estimated  at  2300  to  3000  persons  in  1979. 

Cocaine  misuse,  despite  a relatively  heavy  increase  in  North  America  and 
certain  parts  of  Europe,  has  not  yet  become  widespread  in  Sweden.  However, 
certain  signs  suggest  that  there  is  a small  amount  of  cocaine  abuse,  and  there  is  a 
risk  of  this  abuse  form  increasing  even  in  Sweden. 

2.  Reasons  Why  the  Convention  on  Psychotropic  Substances  Was  Adopted 

(i)  Information  on  the  Reasons  for  Ratification  and  the  Background  of  the 

Decision 

One  important  reason  why  Sweden  has  been  a driving  force  in  the 
international  control  of  dangerous  drugs  and  why  Sweden  has  actively  supported  the 
Convention  on  Psychotropic  Stubstances  was  the  increasingly  widespread  misuse  of 
CNS  stimulants  in  the  1950s  and  1960s. 

The  first  synthetic  CNS  stimulant,  amphetamine,  came  into  medical  use  in 
1935.  It  was  introduced  as  Feuedrin  and  Benzedrin  in  Sweden  in  1938  at  the  same 
time  as  the  methamphetamine  Pervitin.  These  stimulants  soon  became  known  and 
utilized  for  delaying  the  onset  of  fatigue  and  the  need  for  sleep  and  were  openly 
recommended  in  newspapers  and  magazines.  They  were  put  to  increasing  use  by 
people  with  night  work,  newspaper  men,  authors,  artists  and,  not  least,  students 
preparing  for  examinations.  Soon  reports  of  habituation  and  dependence  began 
trickling  in.  In  1939,  these  stimulants  were  made  subject  to  prescription,  leading 
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to  stagnation  in  sales  for  a year  or  so.  In  1942-43  there  were  about  200,000 
amphetamine  users  - 3%  of  the  population.  Only  a small  proportion  of  these  people 
were  regular  users  of  the  drug.  From  1944  amphetamines  were  made  subject  to 
essentially  the  same  regulations  as  for  narcotics.  In  the  1940s  and  beginning  of  the 
1950s,  the  character  of  misuse  began  to  change.  Group  misuse  became  more 
common  and  the  intravenous  injection  method  became  increasingly  widespread. 
Most  of  the  amphetamine  still  came  from  prescriptions.  Doctors  were  not  fully 
cognizant  of  the  effects  of  CNS  stimulants.  Some  doctors  issued  prescriptions  for 
100  or  500  tablets  merely  on  the  basis  of  a telephone  request.  There  were  also 
forged  prescriptions,  and  chemist  shop  burglaries  started  towards  the  end  of  the 
1950s.  A new  phase  in  the  evolution  of  misuse  began  with  the  introduction  of 
phenmetrazine  (Preludin).  It  was  introduced  on  the  market  in  1955  as  a weight- 
reduction  adjunct  and  misuse  began  to  be  common  in  1957.  Phenmetrazine  was 
classified  as  a narcotic  on  January  1,  1959.  A year  later  methylphenidate  (Ritalin) 
was  also  classified  as  a narcotic.  In  1958,  a special  prosecutor  was  appointed  for 
narcotic  cases  in  Stockholm,  and  raids  and  confiscations  became  more  common. 
Illicit  imports  increased  when  Preludin  became  increasingly  difficult  to  obtain. 
Spain  was  initially  the  most  important  country  of  origin  for  Preludin  and  Ritalin. 
After  Spain  introduced  more  rigorous  controls,  Italy  became  the  source  of  most  of 
the  smuggled  Preludin  and  Ritalin  at  the  end  of  the  1960s.  Some  shipments  were 
also  smuggled  from  Hungary,  Austria  and  Poland. 

Misuse  problems  began  to  assume  alarming  proportions  around  1960.  In  1961, 
the  narcotics  prosecutor  in  Stockholm  estimated  that  there  were  several  thousand 
addicts  and  that  the  number  was  increasing  rapidly.  The  previously  limited  scope 
of  intravenous  misuse  had  probably  entered  a new  phase  suggestive  of  rapidly 
accelerating  mass  dissemination.  After  a 1960  notice  from  the  National  Board  of 
Health  to  doctors  directing  them  to  observe  the  greatest  possible  caution  in 
prescribing  narcotics,  and  after  increased  monitoring,  licit  prescriptions  of 
amphetamines  dropped  from  33  million  doses  in  1959  to  5 million  doses  in  1965. 
However,  the  illicit  trade  displayed  no  decline  during  this  period  and  the  number  of 
drug  addicts  increased. 

In  the  1960s,  it  became  increasingly  evident  that  better  control  of  the 
international  trade  in  these  substances  was  essential  in  order  to  come  to  grips  with 
the  increasing  abuse  of  CNS  stimulants.  Work  to  this  end  was  conducted 
simultaneously  in  different  international  agencies  for  narcotics  control.  At  the 
20th  World  Health  Organization  Assembly  in  May  1965,  Swedish  delegates 
introduced  a resolution  proposing  control  measures  for  psychotropic  addictive  drugs 
not  subject  to  the  regulations  in  the  1961  Single  Convention  on  Narcotics.  At  the 
1967  Assembly,  Sweden  again  raised  demands  for  speedy  measures  for  international 
control  of  psychotropic  substances  shown  to  give  rise  to  misuse.  In  1968  and  1969, 
Sweden  submitted  urgent  requests  to  international  agencies  to  make  six  CNS 
stimulants  (amphetamine,  dexamphetamine,  methamphetamine,  methylphenidate, 
phenmetrazine  and  pipradrol)  subject  to  the  same  control  measures  as  applied  to 
narcotics  in  Schedule  I of  the  1961  Single  Convention.  This  was  not  to  be.  In  1968 
work  began  on  the  protocol  which  ultimately  (in  February  1971)  led  to  the  Vienna 
Convention  on  Psychotropic  Substances.  Sweden's  demand  for  strict  control  of  the 
aforementioned  substances  was  largely  satisfied  when  five  of  the  six  substances 
were  placed  in  Schedule  II  of  the  Convention  on  Psychotropic  Substances. 
(However,  pipradrol  was  placed  in  Schedule  IV.) 
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(ii)  The  Activation  of  the  Psychotropic  Convention  and  the  Way 
It  Was  Entered  into  Force 

a)  Enabling  legislation 

Since  1962  the  basic  legislation  in  the  field  of  narcotics  has  been  the 
Ordinance  relating  to  Narcotic  Drugs  (SFS  1962:704).  The  law  mainly 
contains  the  definition  of  narcotics  (see  below)  and  basic  rules  for  the  import, 
export,  manufacture  of,  trade  in  and  possession  of  narcotics.  Penalties  for 
breaking  the  Ordinance  relating  to  Narcotic  Drugs  have  been  laid  down  in  a 
special  law  since  1968  - the  Criminal  Code  relating  to  Narcotic  Drugs  (SFS 
1968:64). 

According  to  the  Ordinance  relating  to  Narcotic  Drugs,  narcotics  are 
defined  as  those  drugs  and  hazardous  products  which,  owing  to  their  highly 
addictive  properties  or  ease  of  conversion  into  substances  with  these 
properties,  are  subject  to  control  pursuant  to  an  agreement  to  which  Sweden 
is  a signatory,  and  those  products  which  are  classified  as  narcotics  by  the 
government.  According  to  the  Ordinance,  the  National  Board  of  Health  <5c 
Welfare  is  empowered  to  issue  detailed  regulations  on  the  Ordinance's 
application  (s  l3)  and  to  draw  up  and  publish  schedules  of  narcotics  (s  1). 

b)  Swedish  measures  from  1971-1972  to  satisfy  the  Convention's  regulations 

In  view  of  the  fact  that  Sweden  was  one  of  the  countries  at  the  Vienna 
Convention  which  voted  for  the  resolution  on  provisional  application  of  the 
Convention's  control  regulations  pending  their  entry  into  force,  it  was  natural 
for  Sweden  after  the  Conference  to  start  the  work  required  to  implement  the 
regulations  in  Sweden. 

The  Convention  was  formally  ratified  by  Sweden  in  November  1972,  but 
by  this  time  some  preparations  had  already  been  made  for  the  purpose  of 
putting  the  import  of  the  Convention  on  Psychotropic  Substances  into 
practice. 

From  the  start,  it  was  uncertain  whether  or  not  special  legislation  on 
psychotropic  drugs  would  be  required  for  substances  in  the  Convention's 
Schedules  III  and  IV.  In  a government  notification  on  May  27,  1971,  only 
substances  in  the  Convention's  Schedules  I and  II  were  classified  as  narcotics 
(MF  nr  25,  1971).  A little  more  than  a year  later,  however,  this  notification 
was  superseded  with  another  (MF  1972:22,  adopted  on  17th  March  1972)  in 
which  all  the  substances  in  the  four  Schedules  of  the  Convention  on 
Psychotropic  Stubstances  were  classified  as  narcotics.  This  meant  that 
stipulations  in  the  Ordinance  relating  to  Narcotic  Drugs  (SFS  1962:704) 
became  applicable  to  these  substances.  This  provided  the  basis  for  new 
National  Board  of  Health  and  Welfare  regulations  in  the  field  of  narcotics 
pursuant  to  sections  in  the  Ordinance  relating  to  Narcotic  Drugs. 

The  National  Board  of  Health  and  Welfare  notification  with  schedules 
of  narcoticSj  adopted  on  the  7th  of  3une  1972  (MF  1972:31,  modified  in  1974 
as  MF  1974:67)  listed  the  chemical  substances  and  preparations  which  were  to 
be  classified  or  not  classified  as  narcotics  and  the  five  classes  (schedules)  to 
which  each  listed  substance  was  to  belong.  All  of  the  substances  in  Schedule 
I of  the  Convention  on  Psychotropic  Substances  are  listed  in  schedule  I of  the 
Swedish  narcotics  schedules.  All  of  the  substances  in  the  Convention's 
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Schedule  II,  as  well  as  amphepramone,  pipradrol  and  SPA  from  Schedule  IV, 
are  listed  in  category  n of  the  Swedish  narcotics  schedules.  All  of  the 
substances  in  the  Convention's  Schedule  III,  plus  meprobamate  from  Schedule 
IV,  have  been  listed  in  schedule  IV  of  the  Swedish  schedules.  Of  the 
substances  in  the  Convention's  Schedule  IV,  all  (with  the  exception  of  the  four 
aforementioned)  are  listed  in  category  V of  the  Swedish  schedules. 

In  subsequent  rulings  from  1973-1973  (e.g.,  MF  1974:31),  the  Swedish 
government  classified  about  20  other  substances  as  narcotics,  including 
certain  benzodiazepines  such  as  diazepam  (Valium)  and  chlordiazepoxide 
(Librium).  Most  of  these  substances  were  included  in  the  National  Board  of 
Health  and  Welfare  schedules,  expanded  in  1974  (MF  1974:67).  In  1973,  the 
National  Board  of  Health  and  Welfare  made  three  rulings  on  expansion  of 
these  schedules  with  additional  substances  and  preparations.  For  example, 
one  of  these  rulings  decreed  that  certain  combination  drugs  containing 
meprobamate  plus  secobarbital  or  methaqualone  drugs  containing 
meprobamate  plus  secobarbital  or  methaqualone  be  included  schedules  IV  and 
V respectively  of  the  Swedish  narcotics  schedules  (MF  1973:4).  However,  the 
psychotropic  substances  were  otherwise  not  affected  by  the  changes  made  in 
the  narcotic  schedules.  Thus,  they  are  still  listed  in  the  same  categories  in 
which  they  were  listed  in  the  National  Board  of  Health  and  Welfare  narcotics 
schedules  from  1972  (MF  1972:31). 

The  1972  Narcotics  Notification  from  the  National  Board  of  Health  and 
Welfare,  adopted  on  the  7th  of  3une  1972,  was  based  (and  is  based)  (MF 
1972:30)  in  every  essential  respect  on  stipulations  in  the  corresponding 
notification  from  the  National  Board  of  Health  in  1964  (MF  nr  11.  1964).  This 
notification  contained  detailed  regulations  on  the  import,  export  and  trans- 
shipment of  narcotics.  Moreover,  special  conditions  were  laid  down  for  the 
storage,  manufacture  of  and  trade  in  these  drugs.  Detailed  regulations  were 
also  included  on  the  accounting  of  quantities  handled  and  on  reporting  to  the 
cpntrol  authority  each  quarter.  In  some  respects,  however,  there  are 
differences  between  the  notifications.  The  control  regulations  in  the  1972 

notification  are  mainly  to  be  applied  to  the^  substances  in  schedules  I,  II  and 

III  of  the  Swedish  narcotics  schedules.  As  regards  the  substances  in 
schedules  IV  and  V,  however,  a requirement  has  been  introduced  in  the 
notification  involving  certain  control  measures.  For  example,  an  export 
declaration  must  be  shown  to  the  control  authority  whenever  substances  in 
schedule  IV  are  exported  or  imported.  Moreover,  requirements  have  been 
introduced  on  the  accounting  of  handled  quantities  of  substances  in  schedules 

IV  and  V and  mandatory  information  to  the  control  authority.  The  1972 
Narcotics  Notification  from  the  National  Board  of  Health  and  Welfare  (MF 
1972:30,  SFS  1974:711)  is  still  in  force. 

In  addition  to  the  stipulations  in  the  ordinance  relating  to  Narcotic 
Drugs,  the  stipulations  in  the  Swedish  Pharmaceutical  Act  also  apply  to  the 
substances  in  the  Convention's  Schedules  II,  III  and  IV.  The  basic  legislation 
in  this  field  is  the  1962  Drug  Ordinance  (SFS  1962:701)  whose  stipulations  are 
applicable  to  narcotic  drugs  as  long  as  this  Ordinance  does  not  conflict  with 
special^  regulations  on  narcotics.  Special  rules  on  the  prescription  of  narcotic 
drugs  are  laid  down  in  the  Prescription  Notification  (MF  1963:100)  issued  in 
1963  by  the  National  Board  of  Health  on  the  basis  of  the  Drug  Ordinance. 
These  rules,  which  still  apply  in  principle,  mean  that  these  drugs  may  only  be 
prescribed  with  the  utmost  caution,  and  the  patient's  identity 
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had  to  be  verified.  Special  regulations  applied  to  prescription  by  telephone, 
for  example,  as  regards  a drug's  form  of  preparation  and  quantity  (a 
maximum  of  5 doses  on  each  occasion).  Iteration  (renewed  purchase  on  the 
same  prescription)  was  not  allowed.  Moreover,  the  prescribed  quantity  must 
be  specified  on  the  prescription  form  in  both  numerals  and  letters,  and  forms 
with  preprinted  names  of  drugs  are  not  permitted.  Less  than  a year  after 
Sweden  had  signed  the  Convention  on  Psychotropic  Substances,  the  National 
Board  of  Health  and  Welfare  issued  a Notification  to  Swedish  medical 
practitioners  on  the  prescription  of  hypnotics,  sedatives  and  ataractics.  This 
notice  (issued  on  the  12th  of  January  1972,  MF  1972:7)  recommended  also 
that  sedatives  and  hypnotics  in  conformity  with  narcotic  drugs  should  be 
prescribed  with  the  utmost  caution  and  not  to  persons  whose  identity  was  not 
verified.  The  Notice  referred  to  the  recently  signed  Convention  on 
Psychotropic  Substances  as  background  to  the  recommendations.  Moreover, 
it  pointed  out  that  this  obligated  public  health  authorities  to  direct  attention 
to  the  abuse  of  certain  hypnotics  and  sedatives  and  to  take  steps  to  prevent 
that  abuse.  In  closing,  the  Notice  lists  recommendations  on  the  following 
guidelines  for  the  prescription  of  hypnotics,  sedatives  and  ataractics. 
Needlessly  large  quantities  of  these  drugs  should  not  be  prescribed. 
Moreover,  in  the  case  of  iteration,  the  prescription  form  must  specify  a 
period  of  time  before  which  a new  purchase  may  not  be  made  with  that 
prescription,  and  prescription  of  these  drugs  by  telephone  should  be  avoided. 

As  previously  mentioned.  Convention  substances  were  classified  as 
narcotics  in  Sweden  on  the  17th  of  March  1972.  Some  small  changes  were 
then  made  in  the  Prescription  Notification.  The  changes  largely  meant  that 
the  National  Board  of  Health  and  Welfare  stipulated  (rather  than 
recommended)  that  most  of  the  substances  in  the  Convention's  Schedules  III 
and  IV  could  only  be  prescribed  with  the  utmost  caution  and  never  to  people 
whose  identity  was  unknown.  The  Notification  also  meant  that  the  prescribed 
quantity  had  to  be  specified  on  the  prescription  form  in  both  numerals  and 
letters  (MF  1972:33). 

(in)  Implementation  of  the  Psychotropic  Convention  hy  the  United  Nations  family 
(e,g,,  f/.N.D.N.D.,  etc.  and  by  National  Agencies) 

If  an  international  treaty  is  to  achieve  the  desired  effect,  it  is  necessary,  for 
all  those  who  ratify  the  treaty,  to  incorporate  control  regulations  into  their  own 
national  legislation  and  for  the  largest  possible  number  of  countries  to  ratify  the 
treaty  in  a relatively  brief  space  of  time.  As  previously  mentioned,  Sweden  the 
Convention  on  Psychotropic  Substances  in  1972  almost  four  years  before  it 
formally  came  into  force  (on  16th  August  1976). 

The  National  Board  of  Health  and  Welfare  is  the  agency  responsible  for 
administration  and  concurrence  with  the  regulations  in  the  Convention  on 
Psychotropic  Substances.  Issues  involving  the  abuse  of  substances  listed  mainly  in 
the  Convention's  Schedules  I and  II  are  dealt  with  primarily  by  the  Board's  Division 
for  Social  Care  of  Alcoholics  and  Drug  Addicts.  The  Board  collaborates  in 
narcotics  issues  with  a number  of  other  agencies  within  the  framework  of  the 
Narcotics  Group  in  the  National  Council  for  Crime  Prevention.  Issues  involving  the 
licit  consumption  of  substances  mainly  found  in  Convention  Schedules  III  and  IV  are 
dealt  with  primarily  by  the  Board's  Department  of  Drugs  in  collaboration  with  the 
National  Corporation  of  Swedish  Pharmacies.  A draft  committee,  attached  to  the 
executive  committee  of  the  National  Board  of  Health  and  Welfare,  has  recently 
been  appointed  for  addictive  drugs.  However,  implementation  of  the  Convention 
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on  the  international  level  has  proceeded  much  too  slowly,  in  the  Swedish  view.  A 
good  account  of  the  fate  of  the  Convention  after  the  completion  of  the  Conference 
in  Vienna  in  February  1971  will  be  found  in  the  recently  published  report  "The 
History  and  Rationale  for  the  Convention  on  Psychotropic  Substances"  from  the 
Addiction  Research  Foundation  in  Toronto.  The  report  describes  the  efforts  made 
to  increase  the  pace  of  Convention  ratification  by  means  of  action  in  various 
international  agencies.  (8) 

Ever  since  the  Convention  was  first  approved,  Sweden  has  been  extremely 
anxious  to  have  the  Convention  receive  the  broadest  possible  support  as  quickly  as 
possible.  Some  of  the  Swedish  intiatives  in  this  respect  are  as  follows.  After 
introduction  of  the  Convention  on  Psychotropic  Substances,  Sweden  has  acted  on 
several  occasions  to  increase  appropriations  to  United  Nations'  (U.N.)  agencies 
dealing  with  narcotics  control.  Sweden  has  also  taken  part  in  the  study,  initiated 
by  the  Commission  on  Narcotic  Drugs  concerning  various  measures  for  reducing  the 
demand  for  narcotics.  The  importance  of  ratifying  international  treaties  on  drug 
traffic  in  an  effort  to  curb  illicit  influx  was  underlined  by  the  Swedish  delegate  at 
a conference,  held  in  Lisbon  in  1978  by  a United  Nations  Division  for  Social 
Affairs,  on  narcotic  problems  in  six  countries  of  southern  Europe.  Agreement  was 
reached  at  the  conference  on  the  need  for  controls  of  both  licit  and  illicit  drugs.  It 
was  felt  that  every  country  should  ratify  the  Convention  on  Psychotropic 
Substances. 

In  the  field  of  narcotics,  Sweden  has  also  collaborated  closely  with  the 
European  Council,  in  addition  to  UN  agencies,  and  in  the  "Pompidou  Group"  of  the 
European  Economic  Council  (EEC).  In  Scandinavia  there  have  long  been  contacts 
on  the  political  and  executive  level  in  these  matters.  Swedish  police  and  Customs 
authorities  have  also  collaborated  extensively  with  their  international 
counterparts.  The  Swedish  Customs  participates  in  the  work  of  the  International 
Customs  Council  (CCC),  comprising  more  than  80  countries.  In  recent  years  this 
has  resulted  in  an  increasing  exchange  of  intelligence  on  drug  smuggling,  follow-ups 
on  the  drug  situation  and  control  measures  undertaken  in  collaboration  with  other 
countries. 

As  far  as  the  police  are  concerned,  the  Swedish  National  Police  Board  is 
responsible  for  collaboration  with  the  International  Criminal  Police  Organization 
(Interpol)  in  narcotics  matters.  Sweden  was  one  of  the  countries  behind  Interpol's 
SEPAT  plan  from  the  beginning  of  the  1970s.  The  object  of  the  plan  is  to  provide 
an  overview  of  the  illicit  narcotics  trade  in  Europe.  The  collaboration  with 
Interpol  involves  both  the  exchange  of  intelligence  in  cases  of  suspected  narcotics 
smuggling  and  more  general  information  on  illicit  drug  dealings  in  Sweden. 

Civ)  Passage  of  Discretionary  Laws  Under  the  Psychotropic  Convention 

and  Nondiscretionary  Ones 

As  previously  mentioned  (see  Section  2(ii),  Sweden  has  had  nondiscretionary 
legislation  in  the  narcotics  and  pharmaceutical  fields  since  1962.  These  laws  were 
made  applicable  to  the  substances  covered  by  the  Convention  on  Psychotropic 
Substances  by  edicts  from  the  government  and  authorities  as  previously  described. 

Sweden  has  in  fact  applied  stricter  control  measures  than  those  required  by 
the  Psychotropic  Convention.  Thus,  a number  of  barbiturates,  not  listed  in  the 
Convention,  and  benzodiazepines  are  included  in  its  equivalents  of  Schedules  III  and 
IV.  Pipradrol  and  amphepramone  are  reclassifed  to  Schedule  II  and  meprobamate 
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to  Schedule  III.  (Preparations  containing  central  stimulants  (amphetamine, 
dexamphetamine,  methamphetamine,  phenmetrazine,  methylphenidate,  pipradrol) 
alone  or  in  any  combination  are  (as  mentioned  earlier)  required  to  be  authorized  in 
every  single  case  (licence  for  each  patient).  This  regulations  is,  thus,  stricter  than 
provided  for  in  the  Convention.  With  regard  to  drug  combinations,  it  is  provided 
that  preparations  containing  two  or  more  psychotropic  substances  in  Schedules  III 
and  IV  be  subjected  to  the  same  regulations  as  a single  psychotropic  substance. 
Preparations  containing  a psychotropic  in  combination  with  a non-psychotropic,  are 
classified  under  the  Schedule  of  the  psychotropic,  if  not  determined  otherwise. 
However,  a preparation  containing  a psychotropic  substance  is  never  exempted 
from  the  control  measure  of  prescription,  and  other  measures  of  control  are 
followed  when  applicable.  (9) 

The  Ordinance  relating  to  Narcotic  Drugs  (SFS  1962:704)  specifies  that 
penalty  stipulations  for  illicit  dealing  in  drugs  are  laid  down  in  the  Criminal  Code 
relating  to  Narcotic  Drugs  (SFS  1968:64)  and  the  Criminal  Code  relating  to 
Merchandise  Smuggling.  The  penalties  have  become  more  severe  in  this  field.  As 
previously  mentioned,  the  penalty  stipulations  were  removed  from  the  Ordinance 
on  Narcotic  Drugs  in  1968  and  transferred  to  a special  Act  dealing  with  penalties 
for  narcotics  offences.  In  this  context,  the  maximum  penalty  for  serious  narcotics 
offences  was  increased  to  four  years  imprisonment.  A year  later,  the  penalty  was 
raised  to  six  years.  In  1972,  the  maximum  penalty  was  again  raised,  this  time  to 
ten  year^  imprisonment  (SFS  1972:193).  The  minimum  pen^ty  for  serious  narcotics 
offences  has  also  been  increased.  At  present  (3une  1980),  the  Cabinet  Office  is 
preparing  a bill  which  would  raise  the  minimum  penalty  from  one  year  to  two  years 
imprisonment. 

(v)  Effects  of  the  Enactment  of  the  Psychotropic  Convention  on  the 
Nature  of  the  Drug  Problems,  the  Extent  of  Licit  and  Rlicit 
Use  and  Production 

a)  Licit  use  of  substances  in  the  Convention's  Schedules  III  and  IV 

The  medical  use  of  substances  in  the  Convention's  Schedules  III  and  IV 
has  become  increasingly  limited  in  recent  years.  At  present,  there  are  no 
preparations  containing  ethchlorvynol  on  the  market.  All  pharmaceuticals 
containing  methaqualone  and  glutethimide  were  stricken  from  the  list  of 
approved  pharmaceutical  preparations  in  1979  and  1980.  One  drug 
(Nembutal),  which  contains  pentobarbital  and  which  has  been  popular  among 
drug  addicts,  was  struck  off  on  1st  3uly  1980.  Moreover,  prohibition  of 
preparations  containing  the  anorexiants  amphepramone  and  phentermine  (not 
a psychotropic  substance)  is  being  considered  since  their  medicinal  value  is 
being  questioned.  As  previously  noted,  there  has  been  a decline  in  the  use  of 
most  of  the  eight  substances  still  allowed  in  pharmaceuticals  in  Sweden  (see 
Section  1). 

i 

‘ The  extent  to  which  the  Convention  on  Psychotropic  Substances  or 

j other  circumstances  have  contributed  to  this  development  is  difficult  to 

1 determine.  In  this  context,  it  should  be  noted  that  total  sales  of  hypnotics 

! and  sedatives  have  declined  in  the  1970s.  The  only  group  of  preparations 

I whose  Sciles  have  risen  is  the  benzodiazepines.  However,  some  of  the  factors 

i which  may  be  assumed  to  have  interacted  with  the  Convention  in  reducing 

j the  use  of  Convention  substances  in  Schedules  III  and  IV  are  as  follows. 

I 

1 


i 
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In  Sweden,  implementation  of  the  control  regulations  in  the  Convention 
on  Psychotropic  Substances  has  not  required  any  major  changes  in  the 
pharmaceutical  field.  The  psychotropic  substances  were  already  subject  to 
stringent  regulations  and  all  were  available  only  on  prescription.  In  the  series 
of  measures  adopted  by  the  control  agency  in  the  field  of  pharmaceuticals 
(National  Board  of  Health  and  Welfare)  for  compliance  with  the  Convention 
on  Psychotropic  Substances,  one  is  of  particular  interest  in  this  context.  This 
was  issuance  of  a Notice  by  the  National  Board  of  Health  and  Welfare  on  the 
12th  of  January  1972.  The  Notice  deals  with  the  prescription  of  hypnotics, 
sedatives  and  ataractics  (MF  1972:7).  It  refers  to  Sweden's  recent 
ratification  of  the  Convention  on  Psychotropic  Substances  and  notes  that 
certain  hypnotics  and  sedatives  will  become  subject  to  international  control 
when  the  Convention  comes  into  force.  Moreover,  it  was  pointed  out  that 
this  obligated  Swedish  public  health  authorities  to  direct  attention  to  the 
abuse  of  these  drugs  and  take  steps  to  prevent  that  abuse.  The  Notice  also 
contains  recommendations  on  restrictiveness  in  the  prescription  of  hypnotics, 
sedatives  and  ataractics.  (Also  see  Section  2(vi).)  Individual  researchers  in 
the  pharmaceutical  field  also  issued  warnings  at  the  start  of  the  1970s  about 
too  liberal  prescription  of  sedatives  and  hypnotics. 

Another  factor  which  can  also  be  assumed  to  have  influenced  the 
reduced  use  of  hypnotics  and  sedatives  in  the  1970s  was  the  occasionally 
passionate  debate  in  the  media  and  trade  magazines  on  the  advantages  and 
risks  of  these  preparations.  An  organization  for  former  drug  addicts  and 
others  (The  National  Association  for  Aid  to  Drug  Abusers)  took  a very  active 
part  in  this  debate.  Members  of  this  organization  published  books  containing, 
for  example,  a detailed  survey  of  the  economic  interests  behind  the 
pharmaceutical  trade  in  Sweden  and  other  countries.  Moreover,  the 
organization  has  attempted  to  develop  and  describe  new  methods  for 
achieving  contact  with  and  providing  support  to  people  who  abuse  hypnotics 
and  sedatives. 

A third  factor  which  can  be  assumed  to  have  played  a role  in  the 
reduced  utilization  of  psychotropic  substances  in  Schedules  III  and  IV  has  been 
the  increased  publication  of  independent  impartial  information  on 
pharmaceuticals  in  recent  years.  The  Department  of  Drugs  of  the  National 
Board  of  Health  and  Welfare  and  the  state-owned  National  Corporation  of 
Swedish  Pharmacies  have  been  the  main  sources  of  this  information.  The 
Pharmaceutical  Department's  external  information  from  the  Department  of 
Drugs  consists  primarily  of  various  publication  series  in  the  pharmaceutical 
field.  One  of  these  series  deals  with  the  adverse  effects  of  pharmaceuticals. 
Another  series  describes  new  pharmaceutical  products  and  a third  series, 
formally  published  by  the  Drug  Information  Committee  of  the  National  Board 
of  Health  and  Welfare's  Committee  on  Pharmaceutical  Information,  provides 
guidance  in  the  choice  of  preparations  for  the  various  disorders. 

The  latter  series  is  distributed  to  various  categories  of  Swedish  medical 
staff  and  to  Norwegian  doctors.  Two  issues  in  this  series  (in  1970  and  1979) 
contained  a scientific  assessment  of  the  various  substances  used  to  treat 
insomnia,  nervousness  and  anxiety  in  Sweden  and  Norway.  Examples  of  the 
preparation  assessments  made  in  the  1979  issue  of  this  series  involved 
preparations  containing  methaqualone  and  glutethimide.  In  both  these  cases 
the  Drug  Information  Committee  recommended  that  approval  of  these 
substances  be  withdrawn,  (11)  which  was  subsequently  the  case.  Every  two 
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years,  the  National  Corporation  of  Swedish  Pharmacies  publishes 
"Lakemedelsboken”  ("The  Pharmaceuticals  Book").  It  is  sent  to  all  physicians 
and  pharmacists  in  Sweden  and  contains,  among  other  things,  expert  advice 
on  the  most  suitable  medication  for  various  disorders. 

The  informational  publication  which  is  probably  most  widely  read  by 
doctors  and  medical  staff  is  "Far mace vtiska  specialiteter  i Sverige  (PASS)" 
("Pharmaceutical  Specialities  in  Sweden")  published  by  a subsidiary  of  the 
pharmaceutical  companies.  It  is  published  in  a revised  edition  each  year  and 
contains,  for  example,  brief  descriptions  of  all  the  registered 
pharmaceuticals  in  Sweden.  Since  1977,  the  book  has  also  been  available  to 
the  general  public.  The  circulation  currently  amounts  to  105,000  copies.  In 
this  context,  it  should  be  noted  that  advertisements  for  prescription  drugs 
may  only  be  printed  in  certain  trade  magazines.  All  hypnotics  and  sedatives 
are  prescription  items  in  Sweden. 

To  summarize,  the  Convention  on  Psychotropic  Substances  is  probably 
one  of  several  interacting  factors  contributing  to  the  decline  in  the  use  of 
substances  in  the  Convention's  Schedules  III  and  IV. 

b)  Rlicit  Use  ^ of  Substances  in  the  Convention's  Schedules  I and  II 

Of  the  substances  in  the  Convention's  Schedule  I and  II,  it  is  primarily 
the  Central  Nervous  System  (CNS)  stimulants  (mainly  amphetamine),  as 
previously  mentioned,  which  are  the  subject  of  illicit  dealing  and  abuse  in 
Sweden.  The  abuse  of  hard  drugs  has  been  dominated  by  the  CNS  stimulants 
since  the  1960s.  However,  the  increase  in  misuse  noted  in  the  1960s  has  been 
checked,  and  no  increase  in  the  abuse  of  CNS  stimulants  is  believed  to  have 
occurred  in  the  1970s.  A study  recently  conducted  by  the  Ministry  of  Health 
and  Social  Affairs  estimated  the  number  of  mainlining  misusers  at  from  7,500 
to  10,000  people.  More  than  80%  of  these  people  are  believed  to  be  misusers 
of  CNS  stimulants.  The  study  also  disclosed  that  mixed  abuse  is  currently 
very  common.  The  combination  of  cannabis  and  CNS  stimulants  is  frequently 
found  in  injection  misusers. 

The  drugs  used  appear  to  have  become  more  impure.  Amphetamine 
seizures  recently  made  have  disclosed  that  the  drug  is  heavily  mixed  with 
other  substances  such  as  ephedrine  and  procaine. 

Illicit  production  of  amphetamine  sulfate  has  been  disclosed  on  a 
number  of  occasions  in  recent  years.  But  most  of  the  CNS  stimulants 
misused  in  Sweden  have  been  smuggled  into  the  country.  Some  success  has 
been  noted  in  recent  years  in  efforts  to  stop  the  illicit  entry  of  these 
substances.  The  amount  of  illicit  amphetamine  and  phenmetrazine  seized  by 
the  police  and  customs  has  dropped  sharply  since  1976  from  145.5  kg  to  23.5 
kg  in  1979.  Holland  was  previously  often  the  source  of  CNS  stimulants 
smuggled  into  Sweden,  but  there  has  been  a considerable  improvement  since 
1976.  We  have  been  informed  that  stricter  control  of  amphetamine  was 
introduced  in  Holland  this  year,  providing  the  Dutch  police  with  greater  scope 
for  intervening  in  the  illicit  manufacture  of  this  substance.  3oint 
surveillance  by  the  Swedish  and  Dutch  police  is  common  in  such  cases. 

The  smuggling  of  CNS  stimulants  into  Sweden  from  different  countries 
in  South  and  Central  Europe  continues,  but,  in  the  view  of  the  Swedish  police, 
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the  Convention  on  Psychotropic  Substances  has  greatly  facilitated  the  fight 
against  the  illicit  traffic  in  these  substances  between  different  countries. 

As  far  as  domestic  traffic  is  concerned,  the  Convention  on  Psychotropic 
Substances  did  not  result  in  any  changes  in  the  listings  of  CNS  substances  in 
Schedule  II.  These  substances  were  even  previously  subject  to  the  same 
stringent  control  regulations  as  applied  to  morphine  and  other  substances  in 
the  1961  Single  Convention  on  Narcotic  Drugs.  However,  the  relatively 
favorable  trend  for  CNS  abuse  is  probably  only  partly  the  result  of  more 
efficient  measures  to  limit  the  supply  of  these  substances.  The  trend  must 
also  be  viewed  in  the  light  of  the  different  measures  adopted  in  the  country 
to  limit  the  demand  for  these  and  other  drugs.  The  major  efforts  made  in  the 
past  decade  to  expand  care  facilities  for  drug  addicts  have  probably  played  an 
important  role  in  this  context. 

In  1978,  the  Swedish  parliament  (Riksdagen)  adopted  a 9-point 
programme  for  combatting  drug  abuse.  The  following  are  some  of  the 
measures  proposed: 

a)  a large  increase  in  the  number  of  beds  at  special  treatment  homes  for 
drug  addicts. 

b)  pilot  programmes  in  a number  of  schools  in  different  towns  to  help 
young  people  in  the  drug  abuse  danger  zone. 

c)  pilot  programmes  and  a feasibility  study  of  drug  abusers  in  private 
homes  (family  care). 

d)  pilot  programmes  in  correctional  institutions  in  order  to  rehabilitate 
prisoners  who  are  narcotic  abusers. 

(vi)  Any  Problems  Found  in  the  Implementation  of  the  Psychotropic  Convention 

Incorporation  of  the  Convention's  control  requirements  in  existing  regulations 
in  the  field  of  pharmaceuticals  and  narcotics  has  not  presented  any  problems  in 
Sweden,  since  Convention  requirements  were  already  largely  satisified.  The 
circumstance  still  regarded  by  Sweden  as  a problem  with  Convention 
implementation  is  that  substantial  amounts  of  CNS  stimulants  continue  to  enter 
Sweden  illicitly  from  different  European  countries.  In  this  context,  Sweden  would 
like  to  underline  the  importance  of  the  earliest  possible  ratification  by  all 
countries  of  the  1971  Convention  on  Psychotropic  Substances  and  meaningful 
implementation  of  the  Convention's  control  requirements. 
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FOOTNOTES 


Benzodiazepines  (e.g.,  Valium)  are,  as  is  well-known,  not  included  among  the 
substances  covered  by  the  Convention  on  Psychotropic  Substances.  In  recent 
years,  these  substances  have  accounted  for  about  45%  of  the  sale  of 
hypnotic-sedatives  in  Sweden. 

In  the  study,  "misuse"  was  defined  as  the  intake  of  a drug  for  at  least  one 
month  in  a daily  dose  exceeding  the  maximum  therapeutic  daily  dose 
according  to  the  pharmaceutical  registry  in  1973-1974. 

The  substances  in  Schedule  I of  the  Swedish  narcotics  schedules  are,  with  the 
exception  of  their  approved  use  in  research,  prohibited  in  Sweden.  Thus,  this 
is  the  case  for  substances  in  the  Convention's  Schedule  I such  as  mescaline, 
LSD  and  STP. 

When  the  Prescription  Notification  came  into  force  in  1966,  the  CNS 
stimulants  which  were  later  to  be  listed  in  the  Convention's  Schedule  II  were 
classified  as  narcotics  in  Sweden. 

Whenever  these  substances  are  misused,  their  source  is  licit  (via  a 
prescription)  in  the  vast  majority  of  cases.  No  illicit  trade  in  these 
substances  is  known.  The  most  popular  substance  on  the  very  few  (about 
1000)  forged  prescriptions  discovered  each  year  is  an  easily  injectable 
pentobarbital  preparation  (Nembutal,  no  longer  an  approved  drug).  (10)  Licit 
production  is  insignificant.  In  1979,  only  one  company  was  licensed  to 
manufacture  a psychotropic  substance  (meprobamate). 

There  is  no  licit  production  of  these  substances.  There  is  a very  limited  licit 
use  of  CNS  substances.  The  conditions  for  prescribing  these  drugs  has  not 
changed  since  1968.  (Also  see  Section  1.) 
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THE  CONVENTION  ON  PSYCHOTROPIC  SUBSTANCES 
AND  THE  UNITED  KINGDOM 

Mr.  Brian  O.  Bubbear* 


1.  IntroducticHi 

The  United  Kingdom  (UK)  has  signed  but  not  yet  ratified  the  1971  Convention 
on  Psychotropic  Substances.  It  ratified  the  1961  Single  Convention  on  Narcotic 
Drugs  without  reservation  on  2 September  1964,  and  the  protocol  of  25  March  1972 
amending  the  Single  Convention,  on  20  3une  1978.  UK  law  and  practice  is  consistent 
with  many  of  the  obligations  of  the  Psychotropic  Convention. 

2.  Psychotropic  Ccmvention  Drugs  Used  and  Misused 

Many  of  the  substances  listed  in  Schedules  II,  III  and  IV  of  the  Psychotropic 
Substances  Convention  are  used  in  the  legitimate  manufacture  of  proprietary 
preparations  that  are  available  in  the  United  Kingdom  for  prescription  in  general 
medical  practice.  Substances  which  are  so  used,  and  which  are  also  currently 
controlled  under  the  Misuse  of  Drugs  Act  1971  (see  pages  160  to  162)  include 
amphetamine,  dexamphetamine,  methylphenidate,  phenmetrazine  and  methaqualone. 
Other  Convention  substances  available  in  proprietary  preparations  for  prescription 
which  are  not,  at  present,  controlled  under  the  1971  Misuse  of  Drugs  Act  include 
glutethimide,  amfepramone,  meprobamate  and  methyprylon,  as  well  as  most  of  the 
barbiturates. 

Statistical  information  relating  to  the  extent  to  which  all  the  individual 
substances  scheduled  in  the  Convention  are  prescribed  is  not  readily  available  at  the 
time  of  preparation  of  this  pap>er.  Such  data  is  usually  presented  by  therapeutic 
class  of  preparation  rather  than  by  individual  drug  type.  Nevertheless,  information 
relating  to  the  prescription  of  barbiturates  has  been  collected  as  a special  exercise 
by  the  Department  of  Health  and  Social  Security,  in  order  to  monitor  the  effects  of 
the  Campaign  on  the  Use  and  Restriction  of  Barbiturates  (CURB)  (see  section  3(iv)); 
and  selected  data  have  been  obtained  relating  to  the  prescribing  of  certain  other 
drugs,  with  particular  reference  to  those  substances  which  are  not  presently 
controlled  under  the  Misuse  of  Drugs  Act  1971.  This  is  summarised  in  Table  1. 

There  is  little  statistical  information  available  regarding  the  misuse  of  those 
psychotropic  substances  which  are  not,  at  present,  controlled  under  the  Misuse  of 
Drugs  Act  1971.  Nevertheless,  the  considerable  misuse  of  certain  barbiturates, 
frequently  in  combination  with  other  drugs  and  alcohol,  is  otherwise  well 
documented.  During  consideration  of  the  control  of  certain  barbiturates  under  the 
Misuse  of  Drugs  Act,  it  was  estimated  by  the  Government  Forensic  Science  Service 
that  if  these  barbiturates  were  brought  under  control  it  would  expect  to  receive 
each  year  between  10,000  and  20,000  samples  of  seized  materials  from  the  police. 
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Some  indication  of  the  pattern  of  misuse  of  those  Convention  substances  that  are 
currently  controlled  under  the  Misuse  of  Drugs  Act  may  be  seen  in  the  statistics 
relating  to  offenders  and  to  seizures  by  the  police  and  HM  Customs  and  Excise. 
LSD,  the  amphetamines  and  methaqualone  have,  over  the  last  decade,  been  the  most 
frequently  misused.  A brief  commentary  on  the  data  is  summarised  in  tables  2 to  5 
inclusive. 

(i)  Offenders  Involved  with  LSD 

The  number  of  offenders  where  LSD  was  involved,  shown  in  table  2,  decreased 
rapidly  through  the  period  1973  to  1978,  the  decrease  from  1976  to  1977  being 
particularly  marked.  An  outstanding  feature  of  1977  was  the  very  large  quantity  of 
LSD  seized  by  the  police  during  the  course  of  "Operation  3ulie"  in  which  clandestine 
laboratories  were  discovered,  and  this  may  have  had  an  effect  on  the  availability  of 
this  drug  in  1977  and  even  in  1978.  As  table  2 indicates,  the  persons  who  had  been 
involved  in  this  unlawful  production  of  LSD  were  dealt  with  in  1978.  Although  the 
figures  in  table  2 include  both  offenders  who  were  found  guilty  and  those  who  were 
cautioned  for  offences  involving  LSD,  the  proportion  cautioned  has  in  fact  decreased 
considerably  in  recent  years.  In  1974,  9 per  cent  of  LSD  offenders  were  cautioned, 
but  the  proportion  in  1977  was  only  1 per  cent  and  no  offenders  at  all  were 
cautioned  in  1978. 

(ii)  Offenders  Involved  with  Amphetamines 

Table  3 shows  the  number  of  persons  found  guilty  or  cautioned  for  offences 
involving  amphetamines.  It  will  be  noted  that  the  total  number  of  offenders  dropped 
sharply  in  1978,  after  having  been  relatively  stable  during  the  years  1973  to  1977. 
As  with  LSD,  the  dominant  offence  type  was  unlawful  possession,  and  in  1978  this 

offence  accounted  for  83  per  cent  of  offenders  involved  with  amphetamines.  The 
number  of  persons  found  guilty  or  cautioned  for  unlawful  supply  or  possession  with 
intent  to  supply  unlawfully  increased  markedly  following  the  introduction  of  the 
latter  offence  on  1 July  1973  and,  although  the  numbers  fell  in  1977  and  in  1978,  9 
per  cent  and  7 per  cent  respectively  of  amphetamines  offenders  were  nevertheless 
involved  in  these  two  types  of  offence  in  1978.  It  is  also  worthy  of  note  that  in  each 
of  the  years  covered  in  table  3,  some  offenders  were  de^t  with  for  unlawful 
production  of  amphetamines,  their  numbers  being  appreciable,  for  this  relatively 
uncommon  type  of  offence,  in  the  years  1976  to  1978.  The  "Other  offences 
involving  amphetamines"  referred  to  in  table  3 were  mainly  burglary  in  a chemist's 
shop,  forgery  and  uttering  of  forged  prescriptions,  obtaining  property  by  deception 
and  handling  stolen  goods.  Cautioning  was  little  used  for  amphetamines  offenders 
over  the  years  1973  to  1978. 

(Hi)  Numbers  of  Seizures  of  LSD,  Amphetamines  and  Methaqualone 

The  number  of  incidents  in  which  drugs  are  seized  is  not  necessarily  an 
indication  of  the  amount  of  drugs  seized  as  of  course  there  may  be  individual 
seizures  which  involve  very  large  amounts  of  particular  drugs  (as  was  the  case  in 
1977  with  LSD).  Table  4 shows  the  number  of  seizures  of  LSD,  amphetamines  and 
methaqualone  made  during  the  years  1973  to  1978. 

(iv)  Quantities  of  LSD,  Amphetamines  and  Methaqualone  Seized 

Apart  from  the  large  seizures  of  LSD  that  occurred  in  1977,  there  were  also 
large  quantities  of  amphetamines  seized  during  that  year,  when  eight  individual 
seizures  of  between  1 and  10  kg  were  recorded.  There  was,  however,  a sharp  fall  in 
the  quantity  of  amphetamines  seized  in  1978.  The  annual  quantities  of 
methaqualone  seized  during  the  period  1973  to  1978,  although  substantial,  have 
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usually  been  lower  than  7 kg,  except  in  1974  when  one  exceptionally  large  seizure 
was  made.  The  quantities  of  LSD,  amphetamines  and  methaqualone  seized  in  the 
United  Kingdom  during  the  years  1973  to  1978  are  shown  in  Table  5. 

(v)  Deaths  by  Poisoning 

Limited  information  is  available  on  deaths  by  poisoning  associated  with 
substances  controlled  under  the  Psychotropic  Convention.  The  figures  for  the  period 
1973-75  given  in  Table  6 were  compiled  from  surveys  by  the  UK  Government  Office 
of  Population,  Censuses  and  Surveys.  Where  multiple  drug  ingestion  occurred, 
entries  were  made  for  each  substance  named.  No  attempt  was  made  to  discriminate 
between  accidental  death,  suicides  or  cases  where  the  circumstances  of  death  were 
undetermined.  The  highest  figures  are  for  deaths  associated  with  barbiturates. 

3.  Nature  and  Extait  of  UK  Controls 

The  structure  of  established  UK  legislation  in  this  field  has  some  practical 
bearing  on  our  approach  to  the  Psychotropic  Convention.  Our  legislators  have 
recognised  a difference  in  kind,  calling  for  different  control  provisions,  between 
medicines,  non-medicinal  poisons  and  drugs  that  are  likely  to  be  or  are  misused  for 
the  effect  that  can  be  obtained  by  the  user.  Thus  there  are  three  separate  Acts  of 
Parliament  - the  Medicines  Act  1968,  The  Misuse  of  Drugs  Act  1971  and  the  Poisons 
Act  1972,  and  associated  regulations.  Moreover,  different  departments  of  state  are 
responsible  for  the  implementation  of  these  Acts  and  the  administration  of  the 
controls  they  establish.  This  paper  is  not  concerned  with  the  UK  controls  on  non- 
medicinal  poisons,  although  it  is  noted  in  passing  that  certain  "controlled  drugs" 
have  little  or  no  therapeutic  value  (e.g.,  LSD)  and  are  in  that  sense  non-medicinal 
poisons;  and  that  considerations  of  public  safety  and  suicide  and  crime  prevention, 
which  are  the  main  factors  underlying  the  controls  on  non-medicinal  poisons,  are  by 
no  means  absent  from  the  field  of  medicines  and  drugs  of  abuse.  At  any  rate,  the 
control  of  non-medicinal  poisons  has  not  the  established  international  dimension  of 
the  other  categories  and  further  mention  will  not  be  made  of  it. 

The  Medicines  Act  provides  for  the  determination  of  a safety,  quality  and 
efficacy  of  drugs;  control  by  licensing  of  their  manufacture,  marketing  and 
promotion,  export,  import  and  distribution,  and  for  breaches  to  be  punishable  as 
criminal  offences. 

A Manufacturer’s  Licence  is  granted  when  certain  standards  in  good 
manufacturing  practice  are  seen  to  be  in  operation.  Inspection  is  carried  out  by 
Pharmaceutical  Inspectors  of  the  Department  of  Health  and  Social  Security,  with 
respect  to  premises,  equipment,  storage  facilities,  quality  of  ingredients, 
qualifications  of  persons  working  with  drugs,  arrangements  for  safe  keeping, 
production  methods,  etc.  Similar  standards  are  enforced  for  the  issue  of  a 
Wholesale  Dealers  Licence  for  use  where  drugs  are  distributed  but  not  manufactured 
on  the  premises. 

A Product  Licence  (PL)  is  required  by  all  pharmaceutical  companies  In  order 
to  market  a medicinal  product  in  the  UK.  A PL  is  granted  following  assessment  by 
an  independent  body  of  experts  (Committee  on  the  Safety  of  Medicines)  as  to  the 
safety,  quality  and  efficacy  of  the  product  in  question.  Stringent  guidelines  are  laid 
down  on  the  pharmacological,  toxicological  and  clinical  data  required  by  the 
committee  before  recommending  to  the  Licensing  Authority  that  a Product  Licence 
be  granted. 


- 160- 


The  product  licence  contains  the  permitted  indications  for  use  of  a medicinal 
substance,  together  with  any  contraindications,  precautions  and  warnings  thought 
necessary  by  the  Committee  on  the  Safety  of  Medicines.  Information  given  to  the 
doctors  by  the  company,  together  with  any  advertising  copy,  must  be  in  accordance 
with  the  Licence  particulars.  Failure  to  include,  for  instance,  adverse  effects  of 
drugs,  or  claims  for  therapeutic  efficacy  not  included  in  permitted  indications  is  a 
criminal  offence  capable  of  being  dealt  with  by  the  higher  courts. 

Measures  to  control  the  method  of  sale  are  also  contained  in  the  Medicines 
Act.  The  product  is  placed  in  one  of  three  legal  categories,  i.e.  Prescription  Only 
Medicines  (POM),  Pharmacy  Only  sales  and  the  generally  available  products  on  the 
General  Sales  List.  Prescription  Only  medicines  may  be  administered  only  by  a fully 
qualified  doctor,  or  dispensed  on  the  written  signature  of  such  a doctor. 

In  the  context  of  the  subject  matter  of  this  paper,  it  is  the  Medicines 
(Prescriptions  Only)  Order  1977  which  is  the  most  relevant.  This  lists  the  substances 
which  are  to  be  available  only  on  prescription,  specifies  exemptions  in  terms  of 
maximum  strength,  purpose,  pharmaceutical  form,  route  of  administration  or 
maximum  dose;  and  specifies  classes  of  persons  who  are  exempt,  and  the 
prescription  only  medicines  in  respect  of  which  they  are  exempt,  from  the  general 
prohibition  in  the  Act  on  sale  or  supply.  In  the  context  of  medicinal  products  that 
are  also,  or  may  be,  drugs  of  abuse,  both  this  Act  and  the  Misuse  of  Drugs  Act  1971 
should  be  seen  as  in  partnership. 

The  Misuse  of  Drugs  Act  1971  is  essentially  a penal  law  measure  concerned 
with  drugs  that  are  or  are  likely  to  be  misused  and  of  which  the  misuse  is  capable  of 
having  harmful  effects  sufficient  to  constitute  a social  problem.  It  prohibits  import, 
export,  production,  supply  and  possession  of  scheduled  drugs  and  establishes 
breaches  of  this  prohibition  as  criminal  offences,  punishable  by  penalties  whose 
maxima  vary  according  to  the  type  of  drug  concerned  and  the  nature  of  the  breach. 
By  a licensing  system  and  by  a power  to  make  subordinate  regulations,  exceptions 
are  provided  for  so  as  to  allow  for  continuance  of  a regulated  legitimate  trade  in 
therapeutically  useful  substances  and  for  legitimate  use  by  doctors  and  pharmacists, 
etc.  It  is  this  Act  and  the  regulations  made  under  it  which  establishes  the  system  of 
control  enabling  the  UK  government  to  fulfil  its  obligations  under  the  Single 
Convention  on  Narcotic  Drugs.  In  some  respects  its  controls  are  tighter  than  the 
Convention  strictly  requires  and  it  contains  some  additional  controls  -e.g.,  a power 
for  the  Secretary  of  State  to  deprive  a doctor  found  to  be  prescribing  irresponsibly 
of  the  freedom  to  possess,  prescribe  or  administer  controlled  drugs. 

Many  of  the  substances  listed  in  the  Schedules  to  the  Psychotropic  Convention 
are  controlled  under  the  Misuse  of  Drugs  Act,  but  there  are  some  differences  in  the 
detail  of  control,  and  some  are  currently  subject  to  the  controls  of  the  Medicines 
Act  and  its  related  regulations.  The  position  in  respect  of  each  substance  specified 
in  the  1971  Convention  is  set  out  in  table  7 below,  but  in  order  to  appreciate  the 
extent  of  control  in  respect  of  those  that  are  already  controlled  under  the  Misuse  of 
Drugs  Act  it  is  necessary  to  describe  the  nature  of  those  controls  in  a little  more 
detail. 

(i)  The  Misuse  of  Drugs  Act  197 1 

This  Act,  which  came  into  force  from  1 July  1973,  replaced  the  Dangerous 
Drugs  Acts  of  1965  and  1967  and  the  Drugs  (Prevention  of  Misuse)  Act  196^.  The 
Dangerous  Drugs  Acts  dealt  exclusively  with  drugs  controlled  under  the  United 
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Nations  Single  Convention  on  Narcotic  Drugs  1961;  the  Drugs  (Prevention  of  Misuse) 
Act  1964  dealt  with  amphetamines  and  certain  hallucinogens  such  as  LSD,  and  with 
THC  (tetrahydrocannabinol)  and  methaqualone. 

The  Misuse  of  Drugs  Act  makes  extensive  provisions  of  a prohibitory  nature 
for  controlling  drugs  in  order  to  prevent  their  misuse,  and  for  dealing  with  social 
problems  connected  with  their  misuse.  Flexibility  of  control  is  offered  first  by 
power  under  section  2(2)  to  bring  a drug  under  control  on  the  recommendations  of 
the  Advisory  Council  on  the  Misuse  of  Drugs  alone,  and  second  by  the  wide  powers 
to  make  regulations  which  are  contained  in  sections  7,  10,  22  and  31.  These  powers 
facilitate  the  introducton  of  a regime  of  control  to  meet  the  circumstances  of  a 
particular  misuse  situation  and,  if  necessary,  enable  controls  to  be  made  applicable 
to  a single  drug. 

The  provisions  of  the  Act  which  are  of  particular  relevance  to  the 
requirements  of  the  Psychotropic  1971  Convention  are  sections  3,  4 and  5 which 
prohibit  respectively  import  and  export,  production  and  supply,  and  possession  of 
controlled  drugs.  Section  7(l)(a),  however,  enables  regulations  to  be  made  to  specify 
that  named  controlled  drugs  shall  not  attract  any  or  all  of  these  provisions.  Section 
7(1  )(b)  enables  regulations  to  be  made  for  persons  to  do  things  which  it  would 
otherwise  be  unlawful  for  them  to  do  under  sections  4(1),  5(1)  and  6(1)  - that  is  to 
say,  producing,  supplying  or  possessing  a controlled  drug.  Sub-section  (2)  of  section 
7 enables  the  Home  Secretary  to  issue  licences  for  the  purpose  of  enabling  persons 
to  do  things  under  sub-section  1(b)  (for  example,  the  manufacture  of  controlled 
drugs).  Under  sub-section  (4)  of  section  7,  production,  supply  and  possession  of  a 
controlled  drug  may  be  made  wholly  unlawful,  or  unlawful  except  for  specific 
purposes  e.g.,  research.  Subject,  however,  to  sub-section  (4),  the  Home  Secretary  is 
obliged  to  make  regulations  under  sub-section  (3)  to  provide  that  it  is  not  unlawful 
for  a doctor,  dentist,  veterinary  practitioner  or  veterinary  surgeon,  acting  in  his 
capacity  as  such,  to  possess,  prescribe,  administer,  manufacture,  compound  or 
supply  a controlled  or  for  a retail  pharmacist,  also  in  his  capacity  as  such,  similarly 
to  possess,  manufacture,  compound  or  supply  such  drugs. 

Section  10  of  the  Act  gives  wide  powers  to  the  Home  Secretary  to  control  by 
regulation  the  safe  custody  of  controlled  drugs;  the  documentation  of  transactions 
and  keeping  of  records  in  relation  to  controlled  drugs;  the  packaging  and  labelling  of 
controlled  drugs;  the  transport  of  drugs  and  methods  of  destruction  when  they  are  no 
longer  required;  the  regulating  of  prescriptions;  the  notification  by  doctors  of 
persons  suspected  of  addiction;  and  the  administration  by  doctors  of  drugs  to 
addicts.  Under  section  31(l)(a)  any  such  requirement  may  be  applied  either  to  all 
controlled  drugs  or  to  specified  drugs  as  the  circumstances  require. 

Sections  12  to  16  of  the  Act  deal  with  the  powers  of  the  Home  Secretary  to 
give  a direction  withdrawing  from  a doctor,  dentist,  veterinary  surgeon,  veterinary 
practitioner,  or  pharmacist,  his  authority  as  appropriate  to  possess,  prescribe, 
administer,  manufacture,  compound  and  supply  specified  controlled  drugs.  The 
circumstances  under  which  this  power  may  be  exercised  are  when  any  of  these 
persons  has  been  convicted  of  an  offence  under  the  Act,  or  of  an  offence  involving 
controlled  drugs  under  the  Customs  and  Excise  Management  Act  1979;  also  where  a 
tribunal,  set  up  under  section  14,  finds  that  a doctor  has  contravened  the  regulations 
governing  the  notification  of  addicts  to  the  Chief  Medical  Officer,  or  the  supply  of 
certain  drugs  to  addicts;  similarly,  where  a tribunal  finds,  in  relation  to  a doctor, 
dentist  or  veterinary  surgeon  or  practitioner,  that  he  has  been  prescribing. 
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administering  or  supplying,  or  authorising  the  administration  or  supply  of  any 
controlled  drugs  in  an  irresponsible  manner. 

Sections  23  to  25  of  the  Act  deal  with  law  enforcement  and  the  pnjnishment  of 
offenders.  The  principal  offences  under  the  Act  are  those  created  by  section  4 
(unlawful  production  and  supply),  5 (unlawful  possession,  and  possession  with  intent 
unlawfully  to  supply),  8 (permitting  the  use  of  premises  for  certain  activities  in 
regard  to  controlled  drugs),  and  sections  12(6)  and  13(3)  (contravening  a direction  of 
the  Home  Secretary  prohibiting  a practitioner  from  prescribing,  etc.).  Offences  of 
unlawful  import  or  export  (section  3)  are  established  under  the  Customs  and  Excise 
Management  Act  of  1979.  The  broad  principle  governing  penalties  is  that  the 
highest  penalties  relate  to  trafficking  in  its  various  forms,  and  in  general  penalties 
are  graded  in  accordance  with  the  degree  of  harmfulness  accorded  to  the  particular 
drug  concerned  in  an  offence  by  its  place  in  Class  A,  B or  C of  Schedule  2 to  the  Act 
(see  Appendix  1).  This  classification  of  the  controlled  drugs  has  no  other 
significance  than  in  relation  to  the  penalties  they  attract  under  Schedule  4 to  the 
Act  (see  Appendix  2).  Other  enforcement  provisions  include  powers  to  search 
premises  under  warrant  (section  23(3))  and  to  stop  and  search  persons,  vehicles  and 
vessels  without  warrant  (section  23(1)). 

(ii)  The  Misuse  of  Drug  Regulations  1973 

In  an  attempt  to  simplify  an  otherwise  complex  pattern  of  administrative 
controls,  this  paper  does  not  contain  details  of  all  the  aspects  of  control  which  are 
regulated  by  subordinate  instruments  under  the  1971  Misuse  of  Drugs  Act.  However, 
the  main  set  of  regulations  applies  differential  controls  according  to  drug  type, 
which  are  defined  in  four  schedules: 

Schedule  1 exempts  from  import  and  export  control  and  certain  other  controls 
applicable  to  drugs  in  Schedule  2,  preparations  of  those  drugs  which  are  in  common 
use  (this  Schedule,  in  fact,  conforms  with  Schedule  III  of  the  1961  Single  Convention 
on  Narcotic  Drugs). 

Schedule  2 lists  those  controlled  drugs  which  are  in  medical  use  and  which  are 
regarded  as  being  particularly  harmful  if  misused;  therefore  a strict  regime  of 
control  is  applied  to  them. 

Schedule  3 lists  those  controlled  drugs  which  are  in  medical  use  but  which  are 
regarded  either  as  of  minimal  harmfulness  when  misused  or,  having  regard  to 
particular  circumstances,  require  a less  stringent  regime  of  control  than  drugs  in 
Schedule  2. 

Schedule  4 contains  the  most  strictly  controlled  drugs  which  are  not  used 
medicinally  other  than  possibly  in  clinical  research.  A person  wishing  to  use  any  of 
these  drugs  in  research  requires  a licence  from  the  Home  Secretary  to  possess  and 
supply  it. 

A further  indication  of  the  control  regimes  under  each  of  these  Schedules  is 
given  in  Appendix  3. 

(Hi)  Background  to  Proposals  for  the  Control  of  Certain  Barbiturates 

Under  Misuse  of  Drugs  Act  1971 

Following  an  outbreak  of  intravenous  misuse  of  barbiturates  in  the  late  1960s, 
the  then  Government  advisory  body,  the  Advisory  Committee  on  Drug  Dependence, 


- 163  - 


recommended  that  limited  controls  should  be  applied  to  barbiturates  and  to  some 
other  sedative  drugs  under  new  legislation  (which  became  the  Misuse  of  Drugs  Act 
1971)  which  was  then  in  course  of  preparation.  Its  conclusions  embodied  a 
recommendation  that  the  medical  profession  should  ensure  the  proper  education  of 
doctors  in  the  use  of  psychotropic  drugs  and  the  treatment  of  drug  dependence;  and 
the  Committee  expressed  particular  concern  about  the  problems  posed  by 
intravenous  misusers  and  the  severely  dependent. 

In  the  event  it  proved  not  to  be  possible  to  give  effect  to  those 
recommendations  in  the  new  legislation.  However,  the  Chief  Medical  Officer 
communicated  the  Committee's  recommendations  to  the  medical  bodies  and  sought 
their  opinion.  They  drew  attention  to  the  practical  problems  that  would  arise  in 
implementing  regulations  and  controls  and  made  suggestions  for  improving  medical 
education  and  public  awareness.  Their  epidemiological  recommendations  had  not 
been  proceeded  with  when  consideration  of  the  problem  was  taken  over  by  the 
Advisory  Council  on  the  Misuse  of  Drugs  which  succeeded  the  Advisory  Committee 
in  1972.  Although  there  was  some  divergence  of  opinion  within  this  body  as  to 
whether  the  existing  evidence  was  sufficient  to  warrant  making  recommendations 
for  the  immediate  introduction  of  statutory  control  of  barbiturates,  the  view  that 
won  the  day  was  that  voluntary  controls  would  be  more  appropriate  and  that  more 
evidence  was  needed  in  order  to  persuade  doctors  to  operate  and  the  public  to 
accept  control. 

(iv)  Campaign  on  the  Use  and  Restriction  of  Barbiturates  (CURB) 

The  outcome  of  the  Advisory  Council's  deliberations  was  the  setting  up  of  a 
steering  committee  under  the  chairmanship  of  one  of  its  members,  an  eminent 
general  medical  practitioner  and  Member  of  Parliament,  to  consider,  with 
representatives  of  the  medical  bodies,  what  form  an  education  campaign,  directed 
towards  both  doctors  and  the  members  of  the  public,  might  take.  The  discussions 
that  followed  resulted  in  six  doctors,  one  of  whom  was  a dentist,  inviting  two  of  the 
medical  members  of  the  steering  committee  to  join  them  in  inaugurating  an 
independent  campaign  of  information  to  practitioners,  the  other  health  professions 
and  the  public,  about  the  use  and  misuse  of  barbiturates.  The  Secretary  of  State  for 
Home  Affairs,  the  Secretary  of  State  for  Education  and  Science,  and  the  Secretaries 
of  State  for  the  Health  Departments  welcomed  the  campaign,  and  because  they  saw 
it  as  a development  which  was  in  the  public  interest,  guaranteed  its  expenses. 
Funding  was  effected  through  the  Department  of  Health  and  Social  Security. 

The  Campaign  Committee  defined  its  objectives  as  follows: 

To  help  doctors  to  reduce  the  prescribing  of  barbiturates  (other  than 
phenobarbitone  when  used  for  the  treatment  of  epilepsy); 

To  Inaugurate  a campaign  to  educate  the  public  about  the  hazards  of 
unnecessary  consumption  of  hypnotics  and  sedatives,  but  to  proceed  to  do  this 
only  when  it  had  been  established  that  the  medical  profession  felt  that  the 
time  was  ripe. 

From  a consideration  of  its  own  experience  and  of  published  information  and 
opinion  the  Committee  decided  that  the  campaign  should  highlight  the  problems  of: 

a)  dependence  - which  may  be  severe  and  much  more  dangerous  than  that  upon 
other  narcotics  in  that  sudden  withdrawal  of  barbiturates  from  dependent  individuals 
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may  be  fatal; 

b)  misuse  for  non-medical  purposes  - which  causes  grave  social  problems; 

c)  self-poisoning  - which,  whether  accidental  or  otherwise,  is  much  more  likely  to 
be  fatal  with  barbiturates  than  with  the  new  hypnotics  and  sedatives. 

In  considering  the  question  of  alternative  drugs  the  Committee  recognised  that 
most  of  those  which  were  then  available  were  more  expensive  than  barbiturates  so 
that  the  effects  of  a successful  campaign  might  be  to  increase  prescribing  costs. 
Although  it  was  hoped  that  the  campaign  would  result  in  a reduction  of  the  level  of 
prescribing  of  hypnotics  and  tranquillisers  generally,  the  campaign  made  no  pretence 
to  be  a cash  saving  exercise:  its  objectives  and  intentions  were  directed  exclusively 
towards  promoting  better-informed  and  more  careful  prescribing  practice,  reducing 
the  availability  of  barbiturates  to  the  community,  and  thereby  saving  life.  In  short 
it  was  designed  to  be  life-saving  rather  than  cost-saving. 

In  its  approach  to  practitioners  the  Committee  recruited  a panel  of  speakers, 
some  40  doctors  in  all,  who  were  known  to  be  both  sympathetic  to  the  aims  of  the 
campaign  and  suitably  experienced.  These  doctors  were  the  heralds  of  CURB 
throughout  the  country,  and  it  was  by  their  agency  that  practitioners  in  every  area 
were  given  the  opportunity  to  hear  the  CURB  arguments  personally  and  to 
participate.  By  arrangement  with  the  Deans  and  Clinical  Tutors  the  meetings 
conducted  by  members  of  the  panel  were  held  in  the  Postgraduate  Medical 
Education  Centres.  This  programme  of  local  meetings,  which  formed  the  core  of 
the  campaign,  was  inaugurated  by  four  symposia  held,  respectively,  in  London, 
Edinburgh,  Cardiff  and  Belfast.  The  symposia  and  the  local  meetings  were  carefully 
advertised  and  notably  successful  in  attracting  the  interest  of  the  profession.  The 
speakers  were  supported,  inter  aliaf  by  the  results  of  two  special  studies  of  the  use 
of  barbiturates  within  particular  medical  disciplines;  namely,  psychiatry  and 
geriatric  medicine.  Most  of  the  consultant  psychiatrists  questioned  indicated  that 
they  did  not  favour  the  use  of  barbiturates  as  hypnotics  or  sedatives;  whilst  the 
survey  of  geriatricians'  opinion  indicated  that  the  majority  deprecated  the  use  of 
barbiturates  for  the  elderly  except  where  it  would  be  difficult,  unkind  or  dangerous 
to  discontinue  their  use  for  particular  patients.  Circulars  and  handouts  were  also 
prepared  to  help  satisfy  the  many  verbal  and  written  requests  for  information. 

The  Committee  had  promised  doctors  that  an  approach  would  be  made  to  the 
public  when  the  profession  felt  the  time  was  ripe.  The  Committee  was  keenly  aware 
of  the  pressure  that  patient  demand  exerts  on  prescribers  and  an  important  aspect 
of  the  approach  to  doctors  was  the  provision  of  advice  not  to  start  patients  on 
barbiturates,  and  about  the  difficult  and  often  delicate  task  of  weaning  those 
patients  long  established  on  barbiturate  treatment  from  expectation  of  these  drugs. 
It  seemed  to  follow  that  the  message  for  patients  and  the  public  should  be 
channelled  through  doctors  and  should  seek  to  help  them  by  attempting  to  combat 
that  expectation  and  produce  a more  just  appreciation  by  patients  of  the  limitations 
of  sleeping  tablets  and  the  benefits  of  natural  sleep.  To  this  end,  a leaflet  was 
prepared  which  was  designed  to  appeal  to  people  of  all  ages  and  to  provoke  interest. 
It  can  fairly  be  claimed  that  these  objects  were  achieved  beyond  the  Committee's 
expectations.  Every  general  practitioner  was  sent  sample  copies  together  with  a 
reply  paid  order  card  by  which  a further  supply  might  be  ordered.  This  resulted  in 
orders  for  an  additional  180,000  copies.  Furthermore,  many  requests  for  copies 
were  received  from  overseas. 
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The  campaign  was  conducted  over  a period  of  two  years  and  at  its  conclusion 
the  Committee  was  able  to  claim  that  it  had  been  a catalyst  to  professional  self- 
education  and,  most  importantly,  a precedent  for  similar  initiatives  from  within  the 
profession  which  were  urgently  needed  in  the  field  of  prescribing.  And  that,  in  no 
small  measure,  it  was  due  to  CURB'S  efforts  and  example  that  the  1977  Annual 
Representative  Meeting  of  the  British  Medical  Association  made  it  the  policy  of  the 
British  medical  profession  to  support  the  aims  the  campaign  had  attempted  to 
pursue.  There  is  evidence  that  this  example  has  not  been  lost  on  the  profession  in 
America,  Australia  and  New  Zealand.  Finally,  the  Committee  believed  that  CURB 
had  achieved  the  fullest  measure  of  success  that  could  be  expected  within  two  years 
of  the  first  concerted  attempt  to  influence  such  a long-established  prescribing 
practice  as  the  use  of  barbiturates  as  hypnotics  and  sedatives.  CURB  was 
particularly  significant  in  that  it  focussed  on  an  area  where  potential  statutory 
control  and  voluntary  restraint  meet. 

Present  Position  in  Regard  to  the  Control  of  Certain  Barbiturates 

Under  the  Misuse  of  Drugs  Act  1971 

In  the  light  of  the  change  in  the  climate  of  opinion  within  the  medical 
profession,  brought  about  by  CURB,  which  now  accepts  the  need  for  the  control 
under  the  1971  Act  of  those  barbituric  acid  preparations  which  are  subject  to 
misuse,  the  Advisory  Council  on  the  Misuse  of  Drugs  has  recommended  that  those 
preparations  suteumed  by  the  formula  "any  5,5  disubstituted  barbituric  acid" 
together  with  methyiphenobarbital  should  be  controlled  under  Class  B of  Schedule  2 
of  the  Act  and  Schedule  3 of  the  Regulations  (see  page  162,  Table  7 and  Annexes). 
The  Government  has  already  accepted  the  principle  of  tighter  statutory  controls  on 
the  five  most  frequently  misused  barbiturates,  and  is  considering  the  details  of  the 
Advisory  Council's  formula  for  control.  Parliamentary  control  is  likely  in  the 
autumn. 

(vi)  Complementary  Action  Under  the  Medicines  Act  1968 

by  the  Committee  on  the  Review  of  Medicines 

In  1975  the  Committee  on  the  Review  of  Medicines  (CRM)  began  a review  for 
the  Medicines  Commission  of  the  medicinal  drugs  that  were  already  on  the  market 
in  1971  when  the  current  procedures  under  the  Medicines  Act  for  licensing  those 
drugs  came  into  effect.  In  the  course  of  the  review  the  Committee  has  considered 
the  safety  and  efficacy  of  barbiturate  preparations,  with  the  exception  of 
phenobarbitone,  when  used  as  hypnotics,  sedatives  and  anti-anxiety  agents.  Its 
recommendations  have,  in  general,  been  determined  by  the  known  safety  hazards, 
i.e.  the  high  dependency  and  addiction  potential  even  in  "normal"  clinical  use,  the 
hazards  of  confusion,  falls  and  accidental  overdose  in  the  elderly,  the  high  mortality 
after  deliberate  or  unintentional  overdose;  and  the  potential  misuse  of  these  drugs. 
The  Committee  gave  particular  consideration  to  three  aspects  of  barbiturate  use; 
namely,  acceptable  indications,  addiction  potential  and  patients  or  individuals  in 
whom  it  was  considered  barbiturates  should  be  contraindicted. 

The  outcome  of  the  Committee's  deliberations  has  been  to  recommend  on 
grounds  of  safety  and,  in  certciin  respects,  efficacy,  the  revocation  of  product 
licences  for  some  126  barbiturate  combination  products  currently  marketed  in  the 
United  Kingdom.  For  single  barbiturate  products,  the  committee  recommended  that 
the  only  indications  for  which  these  products  may  be  marketed  and  promoted  should 
be  for  severe  intractable  insomnia  and  that  they  should  no  longer  be  indicated  as 
daytime  sedatives.  In  addition,  it  should  be  mandatory  to  include  warnings  of 
addiction  potential  on  product  data  sheets. 
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Action  has  been  initiated  accordingly  by  the  Department  of  Health  and  Social 
Security.  Manufacturers  have  a right  of  appeal  and  certain  decisions  are  being 
contested  by  some;  but  already  107  barbiturate  combination  products  have  been 
withdrawn  and  will  no  longer  be  marketed. 

(vii)  Current  Studies  Being  Conducted  by  the  Advisory  Council  on  the  Misuse  of 
Drugs  in  Respect  of  the  Psychotropic  Convention  Substances  Not  Controlled 
in  the  United  Kingdom  and  by  the  Committee  on  the  Review  of  Medicines 
Under  the  Medicines  Act 

Once  the  barbiturates  are  controlled  under  the  Misuse  of  Drugs  Act  1971  there 
will  remain  a number  of  Psychotropic  Convention  substances  to  be  brought  under 
these  controls  before  ratification  by  the  United  Kingdom  could  take  place.  They  are 
glutethimide,  ethchlorvynol,  ethinamate,  mecloqualone,  meprobamate,  methyprylon, 
lefetamine  and  the  analogues  of  phencyclidine.  Of  these  only  glutethimide, 
meprobamate  and  methyprylon  are  available  in  the  United  Kingdom  in  various 
proprietary  medicines  (and  on  prescription  only).  Apart  from  the  problem  of  clinical 
dependence,  there  is  little  evidence  that  any  are  being  misused.  On  the  criteria 
which  govern  control  under  the  Misuse  of  Drugs  Act,  therefore,  the  Advisory 
Council  has  so  far  not  found  sufficient  grounds  for  recommending  to  the 
Government  that  these  substances  should  be  controlled.  It  recognises,  however,  that 
their  control  would  be  required  before  the  Psychotropic  Convention  could  be  ratified 
and  it  has  accordingly  begun  to  consider  how  this  particular  hurdle  could  be 
surmounted.  Meanwhile,  action  is  in  hand  under  the  Medicines  Act,  particularly  as 
regards  limitation  of  indications  in  marketing  and  promotion. 

Reasons  for  Non-ratification  of  the  Convention  on  Psychotropic  Substances 

In  accordance  with  UK  constitutional  arrangements,  if  a Convention  which  the 
UK  wishes  to  ratify  contains  obligations  which  would  require  some  legislative 
provision,  the  necessary  legislative  provision  has  to  be  made  by  Parliament  before 
ratification  can  take  place.  The  first  point  that  needs  to  be  borne  in  mind  in 
relation  to  the  Psychotropic  Convention  is  that  Parliament  had  only  recently 
approved  major  consolidation  of  both  the  medicines  law  and  the  various  provisions 
relating  to  dangerous  drugs  which  had  existed  prior  to  the  Misuse  of  Drugs  Act  1971. 
It  was  therefore  perhaps  not  to  be  expected  that  early  action  would  be  thought 
justified,  even  had  there  been  no  doubts  about  the  provisions  of  the  Convention. 

One  of  the  main  difficulties  in  the  Convention  is  the  wide  variety  of  drugs  it 
attempts  to  cover,  in  terms  of  therapeutic  usefulness  and  extent  of  legitimate  use. 
Barbiturates  provide  the  best  example  of  substances  which  were  in  such  widespread 
legitmate  use  that  the  criminal  law  model  of  control,  on  which  the  Misuse  of  Drugs 
Act  1971  was  based,  was  not  thought  on  balance  to  be  appropriate.  As  indicated 
earlier,  the  multidisciplinary  body  whose  advice  the  Secretary  of  State  is  statutorily 
obliged  to  listen  to  (i.e.  the  Advisory  Council  on  the  Misuse  of  Drugs)  set  up  a 
special  working  group  to  study  the  matter  and  accepted  its  opinion  that  in  view  of 
the  serious  implications  for  hospital  doctors,  general  practitioners,  pharmacists  and 
the  public,  of  the  imposition  of  1971  Act  controls,  the  preference  should  be  for  a 
campaign  of  information  and  persuasion  which  would  lead  to  voluntary  controls  by 
the  medical  profession  and  a gradual  reduction  of  reliance  on  prescribed 
barbiturates.  In  taking  this  view  there  is  no  doubt  that  the  Advisory  Council  was 
motivated  in  part  by  a desire  to  go  deeper  and  wider  than  the  field  of  criminal  law 
controls  on  drug  abuse,  and  do  something  to  tackle  the  "pill  for  every  ill"  syndrome, 
in  the  interests  of  public  health  generally.  A lot  of  effort  was  put  into  the  CURB 
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campaign  - the  United  Kingdom  can  hardly  be  accused  of  paying  insufficient 
attention  to  the  aims  underlying  the  Psychotropic  Convention,  although  the  methods 
it  chose  were  not  those  of  the  Convention  negotiators.  The  Working  Group  reported 
in  1974;  it  will  be  appreciated  from  earlier  comments  in  this  paper  that  the  recent 
and  recommended  action  on  barbiturates,  both  under  the  Medicines  Act  and  under 
the  Misuse  of  Drugs  Act,  indicates  that  the  profession  and  the  public  are  now 
thought  to  be  ready  to  support  much  tighter  controls,  particularly  in  view  of  the 
wide  availability  of  less  dangerous  alternatives.  One  lesson  to  be  drawn  from  this 
experience  is  that  if  drugs  of  very  widespread  therapeutic  use  are  to  be  subjected  to 
the  strict  controls  of  penal  drug  abuse  measures,  time  is  needed  for  those  concerned 
in  prescribing  and  using  the  drugs  to  become  convinced  that  better  alternatives  are 
as  readily  available,  that  they  should  change  their  practice  and  that  the  degree  of 
control  proposed  is  really  necessary  and  is  going  to  be  effective. 

It  will  be  appreciated,  from  what  has  been  said  earlier  in  this  pap^r,  that  these 
problems  arise  in  the  case  of  drugs  scheduled,  or  which  may  at  a later  date  be 
scheduled,  in  Schedules  III  or  IV  to  the  Convention,  which  by  definition  are  drugs  of 
comparatively  greater  therapeutic  value.  The  addition  of  the  benzodiazepines  to 
one  of  these  schedules  would  undoubtedly  put  back  the  possibility  of  the  UK 
ratifying  this  Convention,  for  the  reasons  given  above. 

Closely  associated  with  these  arguments  is  the  view  that  the  record  keeping 
and  inspection  requirements  of  the  Psychotropic  Convention,  when  translated  into 
fresh  provisions  under  the  Medicines  Act  or  the  Misuse  of  Drugs  Act,  may  be 
thought  excessive  as  statutory  requirements,  in  respect  of  drugs  in  widespread 
therapeutic  use.  The  present  UK  Government  is  committed  to  cutting  down  the  size 
of  the  public  service  and  the  bureaucratic  burdens  of  record  keeping  and  reporting 
etc.,  especially  on  alTthose  who  work  outside  the  public  service. 

A more  specific  dilemma  is  posed  by  those  substances  which  are  either  not 
available  in  the  United  Kingdom  and  therefore  are  not  likely  to  constitute  an  abuse 
problem  in  this  country,  or  are  available  but  in  respect  of  which  there  is  no  national 
evidence  of  abuse  nor  significant  fear  that  abuse  is  likely  to  develop  sufficiently  to 
"constitute  a social  problem." 

It  is  not  easy  to  suggest  solutions  to  these  difficulties.  Perhaps  there  has  been 
a tendency  internationally  to  regard  the  Convention  as  requiring  a tighter  degree  of 
national  control  than  is  necessary  on  a narrow  interpretation  of  its  provisions.  At 
any  rate,  a major  obstacle  to  UK  ratification  will  be  mostly  removed  when  controls 
under  the  Misuse  of  Drugs  Act  1971  are  introduced  on  barbiturates  (although  record 
keeping  requirements  in  the  UK  under  present  regimes  of  control  seem  likely  to  fall 
short  of  the  Convention  requirements).  This,  however,  will  leave  a sense  of  anxiety 
that  this  Convention,  while  embodying  a worthy  desire  of  the  international 
community  to  deal  with  the  real  problems  of  misuse  of  psychotropics,  which  affect 
industrial  as  well  as  developing  countries,  does  so  in  a way  that  is  insufficiently 
sensitive  to  the  legitmate  views  and  needs  of  the  medical  profession  and  the  public, 
and  somewhat  bureaucratic  in  its  impact  - especicdly  so  in  respect  of  drugs  which  do 
not  seem  likely  in  practice  to  constitute  a social  problem  within  the  United 
Kingdom. 

No  mention  has  been  made  in  this  paper  of  the  interests  of  the  pharmaceutical 
industry.  While  the  writer  would  be  among  the  first  to  acknowledge  that  economic 
interests  (not  by  any  means  limited  to  those  of  developed  countries)  can  be  seen 
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underlying  all  the  international  treaties  in  the  drug  control  sphere,  he  believes  that 
it  would  not  be  correct  to  ascribe  the  inability  of  the  United  Kingdom  hitherto  to 
ratify  this  Convention  to  the  economic  self-interest  of  the  pharmaceutical  exporting 
industry.  The  Home  Office,  which  is  responsible  for  the  legislation  implementing 
the  United  Kingdom's  obligations  under  the  Single  1961  Convention  on  Narcotic 
Drugs  approaches  its  obligations  from  the  standpoint  of  security  and  the  prevention 
of  abuse.  Trade  considerations  are  not  allowed  to  take  precedence  and  criticisms 
concerning  any  trade-restrictive  implications  of  the  controls  which  it  operates  are 
firmly  resisted.  It  has  approached  the  Psychotropic  Convention  on  no  different 
basis. 


Analysis  of  Prescriptions  for  Selected  Drugs 
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The  figures  shown  in  this  table  are  estimates  based  on  a sample  of  prescriptions  dispensed  in  contracting  chemists'  establishments 
(including  drug  stores)  and  by  appliance  contractors. 


TABLE  1 (continued) 
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TABLE  2 


Persons  Found  Guilty  or  Cautiwied  for  Off^ices  Involving  LSD 
By  Type  of  Offence  and  Year 


United  Kingdom 

Number 

of  persons 

Type  of  offence 

1973 

1974 

1975 

1976 

1977 

1978 

Offences  under  Drugs  Acts: 

1 

Unlawful  production 

- 

- 

- 

- 

- 

8 

Unlawful  supply 

40 

125 

104 

72 

22 

41 

Possession  with  intent 
to  supply  unlawfully 

13 

30  (1) 

42 

32 

19 

23 

Unlawful  possession 

1,295 

839 

749 

604 

254 

251 

Permitting  premises  to 
be  used  for  unlawful 
purposes 

2 

3 

2 

4 

2 

1 ; 

Other  Drugs  Act  offences 

- 

- 

2 

- 

- 

- ■ 

Unlawful  import  or  export 

4 

6 

15 

7 

7 

11 

Other  offences  involving  LSD 

8 

3 

3 

1 

- 

- 

(3) 

All  offences  involving  LSD 

1,323 

905 

826 

647 

279 

291 

(1) 

(2) 

(3) 


This  offence  was  introduced  by  the  Misuse  of  Drugs  Act  1971,  which  came  into  force  on  1 
3uly  1973. 


Includes  offences  of  procuring  drugs  committed  before  1 July  1973  when  the  Misuse  of  Drugs 
Act  1971  came  into  force. 


As  the  same  person  may  be  found  guilty  or  cautioned  for  more  than  one  offence,  rows  cannotj 
be  added  together  to  produce  totals. 


Cl 
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TABLE  3 

Persons  Found  Guilty  or  Cautioned  for  Offences  Involving  Amphetamines^ 

by  Type  of  Offaice  and  Year 


United  Kingdom 

Number 

of  persons 

Type  of  offence 

1973 

1974 

1975 

1976 

1977 

1978 

Offences  under  Drugs  Acts: 

Unlawful  production 

2 

2 

5 

13 

14 

10 

Unlawful  supply 

34 

110 

129 

183 

158 

95 

Possession  with  intent 
to  supply  unlawfully 

19 

58 

99 

134 

115 

75 

Unlawful  possession 

1,597 

1,170 

1,249 

1,646 

1,530 

905 

Permitting  premises  to 
be  used  for  unlawful 
purposes 

1 

4 

6 

8 

12 

6 

Other  Drugs  Act  offences-^ 

6 

9 

10 

5 

6 

5 

Unlawful  import  or  export 

13 

12 

13 

12 

32 

14 

Other  offences  involving 
amphetamines 

294 

407 

364 

303 

226 

194 

(h) 

All  offences  ' ’ involving 
amphetamines 

1,777 

1,482 

1,501 

1,909 

1,788 

1,093 

(1)  Amphetamine,  dexamphetamine,  levamphetamine  and  methylamphetamine. 

(2)  This  offence  was  introduced  by  the  Misuse  of  Drugs  Act  1971,  which  came  into  force  on  1 3uly 
1973. 


(3)  Includes  offences  of  procuring  drugs  committed  before  1 July  1973  when  the  Misuse  of  Drugs 
Act  1971  came  into  force. 

(4)  As  the  same  person  may  be  found  guilty  or  cautioned  for  more  than  one  offence,  rows  cannot 
be  added  together  to  produce  totals. 
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TABLE  4 

Number  of  Seizures  of  LSD,  Amphetamines  and  Methaqualone  by  Year 


United  Kingdom  Number  of  seizures 


Drug  Type 

1973 

1974 

1975 

1976 

1977 

1978 

LSD 

857 

601 

626 

434 

202 

289 

Amphetamine  ) 

Dexamphetamine  ) 
Levamphet amine  ) 

1,419 

857 

915 

1,255 

960 

586 

M et  hyl  am  phet  am  ine 

66 

48 

211 

195 

434 

89 

Methaqualone 

731 

574 

408 

300 

329 

298 

(1)  As  the  same  seizure  can  involve  more  than  one  drug  type,  rows  cannot  be  added  together 
produce  totals. 
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TABLE  5 

Quantity  of  LSD,  Amphetamines  and  Methaqualone  Seized  by  Year 


United  Kingdom  Kilogrammes 


Drug  Type 

1973 

1974 

1975 

1976 

1977 

1978 

LSD 

0.217 

0.062 

0.041 

0.016 

00 

00 

• 

0.007 

Amphetamines 

1.806 

3.846 

21.305 

8.456 

35.538 

1.983 

Methaqualone 

6.543 

24.863 

8.543 

1.878 

6.333 

3.176 

(1)  Seizures  of  unspecified  quantities  are  not  included. 

(2)  Amphetamine,  dexamphetamine,  levamphet  amine  and  methyl  amphetamine. 
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TABLE  6 

Deaths  by  Poisoning  Associated  With  Name  Dn^gs  Either  Alone 
or  in  Combination  With  Other  Drugs:  1973-73 


England  and  Wales 

Number  of  deaths 

Drug 

1973 

1974 

1973 

LSD 

- 

- 

1 

Amphetamine 

4 

2 

M et  hyl  am  phet  am  i ne 

- 

- 

1 

M et  ha  qu  alone 

71 

21 

18 

Met  hyl  pheni  date 

- 

1 

- 

Amobarbital 

399 

808 

722 

Cyclobarbital 

3 

7 

Glutethimide 

30 

37 

10 

Pentobarbital 

230 

240 

237 

Secobarbital 

616 

636 

601 

Amfepramone 

1 

1 

- 

Barbital 

3 

7 

4 

Meprobamate 

3 

16 

4 

Methyprylon 

- 

2 

1 

Pheno  barbital 

102 

88 

80 
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TABLE  7 


Psychotropic  Substances 
Cmvention 


Misuse  of  Drugs 
Act 


Misuse  of  Drugs 
Regulations 


SCHEDULE  I 


diethyltrypt amine  ("DET") 

Schedule  2 Class  A 

Schedule  ^ 

"dimethylheptylpran"  C’DMHP") 

Schedule  2 Class  A 

Schedule  4 

dimethyltryptamine  ("DMT") 

Schedule  2 Class  A 

Schedule  4 

(+)-lysergide  ("LSD") 

Schedule  2 Class  A 

Schedule  ^ 

mescaline 

Schedule  2 Class  A 

Schedule  k 

parahexyl 

Schedule  2 Class  A 

Schedule  ^ 

psilocine 

Schedule  2 Class  A 

Schedule  k 

psilocybine 

Schedule  2 Class  A 

Schedule  k 

tetrahydrocannabinols,  all  isomers 

Schedule  2 Class  A 

Schedule  k 

TCP,  PHP  or  PCP,  PCE 

not  controlled 

SCHEDULE  II 

amphetamine 

Schedule  2 Class  B 

Schedule  2 

dexamphetamine 

Schedule  2 Class  B 

Schedule  2 

m eel  oqu  alone 

not  controlled 

m et  ham  phet  amine 

Schedule  2 Class  B 

Schedule  2 

methaqu  alone 

Schedule  2 Class  C 

Schedule  2 

methylphenidate 

Schedule  2 Class  B 

Schedule  2 

phencyclidine 

Schedule  2 Class  A 

Schedule  2 

phenmetrazine 

Schedule  2 Class  B 

Schedule  2 

SCHEDULE  III 

amobarbital 

) 

cyclobarbital 

) not 

glutethimide 

) controlled 

pentobarbital 

) 

secobarbital 

) 

SCHEDULE  IV 

amfepramone 

) 

barbital 

) 

ethchlorvynol 

) 

ethinamate 

) not 

meprobamate 

) controlled 

methylphenobarbital 

) 

methyprylon 

) 

phenobarbital 

) 

pipadrol 

Schedule  2 Class  C 

Schedule  3 

lefet  amine 

not  controlled 
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TABLE  7 


Notes 

All  the  substances  listed  in  the  1971  Convention  are  "Prescription  Only"  medicines 
under  the  Medicines  Act.  All  are  presently,  or  have  recently  been,  under  rigorous 
review  under  the  Medicines  Act  provisions,  regarding  safety,  efficacy,  dependence 
potential,  etc.  In  many  cases,  this  review  has  led  to  severe  restrictions  on 
marketing  and  promotion.  Although  the  Medicines  Act  controls  leave  doctors  with 
substantial  theoretical  freedom  to  prescribe  whatever  they  consider  appropriate,  in 
practice  the  restrictions  on  the  indications  for  which  drugs  may  be  marketed  and 
promoted  are  considered  to  have  a substantial  impact  on  both  prescribing  and 
general  availability  of  these  substances. 


- 179  - 


APPENDIX  1 


Misuse  of  Drugs  Act  1971 

Schedule  2 
Controlled  Drugs 
PART  I 
Class  A Drugs 
1.  The  following  substances  and  products,  namely:- 


(a)  Acetorphine 
Allylprodine 
Alphacetylmethadol 
Alphameprodine 
Amphamethadol 
Alphaprodine 
Anileridine 
Benzothidine 

Benzylmorphine  (3-benzylmorphine) 
Betacetylmethadol 
Betamethadol  ^ 

Betaprodine 

Bezitramide 

Bufotenine 

Cannabinol,  except  where  contained 
in  cannabis  or  cannabis  resin 
* Cannabinol  derivatives 
Clonitazene 
Coca  leaf 
Cocaine 
Desmorphine 
Dextromoramide 
Diamorphine 
Diapromide 
Diethylthiambutene 

Difenoxin  (l-(3-cyano-3,3-diphenyipropyl) 
-4-phenylpiperidine“4-carboxyiic  acid) 
Dihydrocodeinone 
0-car  boxymethyloxime 
Dihydromorphine 
Dimenoxadole 
Dimepheptanol 
Dimethyithiambutene 
Dioxaphetyl  butyrate 


denotes  drug  controlled  under  the  1971 
Psychotropic  Substances  Convention. 


Diphenoxylate 

Dipipanone 

Drotebani(3,^-dimethox-17- 
methylmorphinan-68,  1^-diol) 
Ecgonine,  and  any  derivative 
of  ecgenine  which  is  convertible 
to  congenine  or  to  cocaine 
Ethylmethythiambutone 
Etenitazane 
Etorphine 
Etoxcridine 
Fentanyl 
Furethidine 
Hydrocodene 
Hydromorphinol 
Hydromorphone 
Hydroxypathidine 
Isomethadone 
Ketobemidone 
Levomethorphan 
Levomoramide 
Levophanacylmorphon 
Levorphanoi 
Lysergamide 

* Lysergide  and  other  H-alkyl 

derivatives  of  lysergamide 

* Mescaline 
Metazocine 
Methadone 
Methadyl  acetate 
Methyldesorphine 
Methyldihydromorphine 

(6-methyldihydromorphine) 

Metopon 

Morpheridine 
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Class  A Drugs  (cont,) 


Morphine 

Morphine  methobromide,  morphine 
N-oxide  and  other  pentavelent 
nitrogen  morphine  derivatives 
Myrophine 

Nicomorphine  (3,6  dinicotinoyl- 
morphine) 

Noracymethadol 
Norlevorphanol 
Nor  methadone 
Normorphine 
Norpipanone 

Opium,  whether  raw,  prepared  or 
medicinal 
Oxycodone 
Oxym  or  phone 
Pethidine 
Phenadoxone 
Phenampromide 
Phenazocine 
* Phencyclidine 
Phenom  orphan 
Phenoperidine 
Piminodine 
Piritramide 

Poppy-straw  and  concentrate  of 
poppy-straw 


Proheptazine 

Properidine  (1-methyl-^-phenyl- 
piperidine-4-carboxylic  acid 
isopropyl  ester). 

* Psilocin 

R ace  m et  hor  phan 

Racemoramide 

Racemorphan 

The bacon 

Thebaine 

Timeperidine 

4-Bromo-2,5-dimethoxy-2-methylpher 

ethylamine 

4-Cyano-2-dimethylamino-4, 

4-diphenylbutane 

4-Cyano-  l-methyl-4-phenyl- 
piperidine 

* N,N-Diethyltryptamine 

* N,N-Dimethyltryptamine 

2, 5-Dimethoxy-a,  4-dimethyl 
phenethylamine 

1- Hethyl-4-phenylpiperidine-4- 
carboxylic  acid 

2- Methyl-3-mor  pholino- 1 
1-diphenylpropanecarboxylic  acid 

4-Phenylpiperidine-4-carboxylic 
acid  ethyl  ester 


(b)  any  compound  (not  being  a compound  for  the  time  being  specified  in  sub- 
paragraph  (a)  above)  structurally  derived  from  tryptamine  or  from  a ring-hydroxy 
tryptamine  by  substitution  at  the  nitrogen  atom  of  the  sidechain  with  one  or  more 
alkyl  substitutents  but  no  other  substituent; 


(c)  any  compound  (not  being  methoxyphenamine  or  a compound  for  the  time  being 
specified  in  sub-paragraph  (a)  above)  structurally  derived  from  phenethylamine,  an 
N-alkylphenethylamine,  a-methylphenethylamine,  an  N-alkyl-a-methylphenethyl- 
amine,  N-ethylphenethylamine,  or  an  N-alkyl-N-methylphenethylamine,  a-ethyl- 
phenethylamine,  or  an  N-alkyl-a-ethylphenethylamine  by  substitution  in  the  ring  to 
any  extent  with  alkyl,  alkoxy,  alkylenedioxy  or  halide  substitutuents,  whether  or  not 
further  substituted  in  the  ring  by  one  or  more  other  univalent  substitutents. 

2.  Any  stereoisomeric  form  of  a substance  for  the  time  being  specified  in 
paragraph  1 above  not  being  dextromethorphan  or  dextrophan. 


3.  Any  ester  or  ether  of  a substance  for  the  time  being  specified  in  paragraph  1 
or  2 above,  not  being  a substance  for  the  time  being  specified  in  Part  II  of  this 
Schedule. 


4.  Any  salt  of  a substance  for  the  time  being  specified  in  any  of  paragraphs  1 to  3 
above. 
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5,  Any  preparation  or  other  product  containing  a substance  or  product  for  the 
time  being  specified  in  any  of  paragraphs  1 to  4 above. 

6.  Any  preparation  designed  for  administration  by  injection  which  includes  a 
substance  or  product  or  for  the  time  being  specified  in  any  of  paragraphs  1 to  3 of 
Part  II  of  this  Schedule. 

PART  n 


Class  B Drugs 

1.  The  following  substances  and  products,  namely:- 


Acetyldi  hydrocodeine 
Amphetamine 

Cannabis  and  cannabis  resin 
Codeine 

Dexamphetamine 

Dihydrocodeine 

Ethylmorphine  (3-ethylmorphine) 


methyl  amphetamine 

Methylphenidate 

Nicocodine 

Nicodi codine  (6-nicotinoyl di- 
hydrocodeine) 

Nor  codeine 
Phenmetrazine 
Pholcodine 
Pro  pi  ram 

the  time  being  specified  in 


2.  Any  stereoisomeric  form  of  a substance  for 
paragraph  1 of  this  Part  of  this  Schedule. 


3.  Any  salt  of  a substance  for  the  time  being  specified  in  paragraph  1 or  2 of  this 
Part  of  this  Schedule. 

4.  Any  preparation,  or  other  product  containing  a substance  or  product  for  the 
time  being  specified  in  any  of  paragraphs  1 to  3 of  this  Part  of  this  Schedule,  not 
being  a preparation  falling  within  paragraph  6 of  Part  I of  this  Schedule. 

PART  III 


Class  C Drugs 

1.  The  following  substances,  namely:- 

Benzphetamine  * Methaqualone 

Chlorphentermine  Phendimetrazine 

Mephent ermine  * Pipradrol 

2.  Any  stereoisomeric  form  of  a substance  for  the  time  being  specified  in 
paragraph  1 of  this  Part  of  this  Schedule. 

3.  Any  salt  of  a substance  for  the  time  being  specified  in  paragraphs  1 or  2 of 
this  Part  of  this  Schedule. 

4.  Any  preparation  or  other  product  containing  a substance  for  the  time  being 
specified  in  any  of  paragraphs  1 to  3 of  this  Part  of  this  Schedule. 
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PART  IV 

Meaning  of  Certain  Expressions  Used  in  This  Schedule 

For  the  purposes  of  this  Schedule  the  following  expressions  (which  are  not 
among  those  defined  in  section  37(1)  of  this  Act)  have  the  meanings  hereby  assigned 
to  them  respectively,  that  is  to  say- 

"cannabinol  derivatives"  means  the  following  substances,  except  where 
contained  in  cannabis  or  cannabis  resin,  namely  tetrahydro  derivatives  of 
cannabinol  and  3-alkyl  homologues  of  cannabinol  or  of  its  tetrahydro 
derivatives; 

"coca  leaf"  means  the  leaf  of  any  plant  of  the  genus  Erythroxylon  from  whose 
leaves  cocaine  can  be  extracted  either  directly  or  by  chemical  transformation; 

"concentrate  of  poppy-straw"  means  the  material  produced  when  poppy-straw 
has  entered  into  a process  for  the  concentration  of  its  alkaloids; 

"medicinal  opium"  means  raw  opium  which  has  undergone  the  process 
necessary  to  adapt  it  for  medicinal  use  in  accordance  with  the  requirements  of 
the  British  Pharmacopoeia,  whether  it  is  in  the  form  of  powder  or  is 
granulated  or  is  in  any  other  form,  and  whether  it  is  or  is  not  mixed  with 
neutral  substances; 

"opium  poppy"  means  the  plant  of  the  species  Papaver  somniferum  L; 

"poppy  straw"  means  all  parts,  except  the  seeds  of  the  opium  poppy,  after 
mowing; 

"raw  opium"  includes  powdered  or  granulated  opium  but  does  not  include 
medicinal  opium. 
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Section  6(2)  Cultivation  of  cannabis  plant  (a)  Summary  - - - 6 months  or 

LI  000,  or  both 

(b)  On  indictment  - - - 14  years  or  a 

fine,  or  both. 
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APPENDIX  3 

Schedules  to  the  Misuse  of  Drugs  Regulations  1973 
* denotes  drug  controlled  under  the  1971  Psychotropic  Substances  Convention 

SCHEDULE  1 Regulations  7,  8,  1^,  15,  16,  18  and  23 

Controlled  Drugs  Excepted  from  the  Prohibition  on  Importation,  Exportation 
and  Possession  and  Subject  to  the  Requirements  of  Regulation  23 

1.  (1)  Any  preparation  of  one  or  more  of  the  substances  to  which  this  paragraph 
applies,  not  being  a preparation  designed  for  administration  by  injection,  when 
compounded  with  one  or  more  other  active  or  inert  ingredients  and  containing  a 
total  of  not  more  than  100  milligrammes  of  the  substance  or  substances  (calculated 
as  base)  per  dosage  unit  and  with  a total  concentration  of  not  more  than  2.5  per  cent 
(calculated  as  base)  in  undivided  preparations. 

(2)  The  substances  to  which  this  paragraph  applies  are  acetyldihydrocodeine, 
codeine,  dihydrocodeine,  ethylmorphine,  nicocodine,  nicodicodine  (6-nicotinoyldi- 
hydrocodeine),  norcodeine,  pholcodine  and  their  respective  salts. 

2.  Any  preparation  of  cocaine  containing  not  more  than  0.1  per  cent  of  cocaine 
calculated  as  cocaine  base,  being  a preparation  compounded  with  one  or  more  other 
active  or  inert  ingredients  in  such  a way  that  the  cocaine  cannot  be  recovered  by 
readily  applicable  means  or  in  a yield  which  would  constitute  a risk  to  health. 

3.  Any  preparation  of  medicinal  opium  of  of  morphine  containing  (in  either  case) 
not  more  than  0.2  per  cent  of  morphine  calculated  as  anhydrous  morphine  base, 
being  a preparation  compounded  with  one  or  more  other  active  or  inert  ingredients 
in  such  a way  that  the  opium  or,  as  the  case  may  be,  the  morphine,  cannot  be 
recovered  by  readily  applicable  means  or  in  a yield  which  would  constitute  a risk  to 
health. 


3A.  Any  preparation  of  difenoxin  (l-(3-cyano-3,3-diphenylpropyl)-^- 
phenylpiperidine-4-carboxylic  acid)  containing,  per  dosage  unit,  not  more  than  0.5 
milligrammes  of  difenoxin  and  quantity  of  atropine  sulphate  equivalent  to  at  least  5 
per  cent  of  the  dose  of  difenoxin. 

Any  preparation  of  diphenoxylate  containing,  per  dosage  unit,  not  more  than 
2.5  milligrammes  of  diphenoxylate  calculated  as  base,  and  a quantity  of  atropine 
sulphate  equivalent  to  at  least  1 per  cent  of  the  dose  of  diphenoxylate. 

4A.  Any  preparation  of  propiram  containing,  per  dosage  unit,  not  more  than 
100  milligrammes  of  propiram  calculated  as  base  and  compounded  with  at  least  the 
same  amount  (by  weight)  of  methylcellulose. 

5.  Any  powder  of  ipecacuanha  and  opium  comprising  - 

10  per  cent  opium,  in  powder, 

10  per  cent  ipecacuanha  root,  in  powder, 
well  mixed  with 

80  per  cent  of  any  other  powdered  ingredient  containing  no  controlled  drug. 
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6.  Any  mixture  containing  one  or  more  of  the  preparations  specified  in 
paragraphs  1 to  5 including  paragraphs  3A  and  4A  being  a mixture  of  which  none  of 
the  other  ingredients  is  a controlled  drug. 


NOTE:  As  none  of  these  substances  is  listed  under  the  1971  Convention,  a 
summary  of  the  regime  of  control  of  them  under  these  Regulations  is  not 
provided. 


- 188  - 


SCHEDULE  2 Regulations  7,  8,  10,  19,  21  and  2k 

Controlled  Drugs  Subject  to  the  Requirements  of  Regulations 
14,  15,  16,  18,  19,  20,  21  and  24 

1.  The  following  substances  and  products,  namely:- 


Acetorphine 

AUylprodine 

A Iphacet  yl  met  hadol 

Alphameprodine 

Alphamethadol 

Alphaprodine 

Anileridine 

Ben  zet  hi  dine 

BenzylmorphineO-benzylmorphine) 
Bet  acet  yl  m et  hadol 

Betameprodine 

Bet  am  et  hadol 

Betaprodine 

Bezitramid 

Clonitazene 

Cocaine 

Desor  morphine 

Dextromor  amide 

Diamorphine 

Diampromide 

Diethylthi  am  butene 

Difenoxin  (l-(3-cyano-3,3- 
di  phenyl  propyl  )-4-phenyl- 
piperidine-4-carboxylic  acid) 
Dihydrocodeinone  0-car  bo  xym  ethyl- 
oxime 

Dihydromorphine 

Dimenoxadole 

Levophenacylmorphan 

Levorphanol 

Medicinal  opium 

Metazocine 

Methadone 

Methadyl  acetate 

Methyldesorphine 

Methyl  dihydromorphine 
( 6- m et  hyl  di  hydr  om  or  phi  ne ) 

Metopon 

Morpheridine 

Morphine 

Morphine  methobromide,  morphine 

N-oxide  and  other  pentavelent 
nitrogen  morphine  derivatives 

Myrophine 

Nicomorphine 

Noracymet  hadol 

Norlevorphanel 

Nor  methadone 

Normorphine 

Norpipanone 

Oxycodone 

Oxym  or  phone 

Pethidine 

Phenadoxone 

Phenam  promide 

Phenazocine 

Dimepheptanol  * Phencyclidine 


Dimethyl  thi am  butene 

Dioxaphetyl  butyrate 

Diphenoxylate 

Dipipanone 

Drotebanol  (3,4-dimethoxy-17- 
methyl-morphinan-63,14-diol) 
Ecgonine,  and  any  derivative  of 
ecgonine  which  is  convertible 
to  ecgonine  or  to  cocaine 

Ethyl  methyl  thiam  butene 

Etonitazene 

Etorphine 

Etoxeridine 

Pent  an  yl 

Fur  et  hi  dine 

Phenom  orphan 

Phenoperidine 

Piminodine 

Piritr  amide 

Proheptazine 

Properidine 

R acem  et  hor  phan 

Racem  or  amide 

R acem  orphan 

Thebacon 

Thebaine 

Trimeperidine 

4-Cyano- 2-dim  ethyl  amino-4, 4-diphenyl  butane 

4 -C  yano- 1 - m et  hyl-  4 -phen  yl  pi  pe  ri  di  ne 

1-  Methyl-4-phenylpiperidine-4-carboxylic  acid 
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Hydrocodone 

Hydromorphinol 

Hydrom  or  phone 

Hydroxypethidine 

Isomethadoneethyl 

Ketobemidone 

Levomethorpahn 

Levomoramide 


2-Methyl-3-morpholino- 1 , 
1-diphenylpropanecarboxylic  acid 
4-Phenylpiperidine-^-carboxylic  acid 
ester 


2.  Any  stereoisomeric  form  of  a substance  specified  in  paragraph  1 not  being 
dextromethorphan  or  dextrorphan. 

3.  Any  ester  or  ether  of  a substance  specified  in  paragraph  1 or  2,  not  being  a 
substance  specified  in  paragraph  6. 

4.  Any  salt  of  a substance  specified  in  any  of  paragraphs  1 to  3. 


5.  Any  preparation  or  other  product  containing  a substance  or  product  specified 
in  any  of  paragraphs  1 to  not  being  a preparation  specified  in  Schedule  1. 


6.  The  following  substances  and  products,  namely:- 

Acetyldihydrocodeine 

* Methylphenidate 

* Amphetamine 

Nicocodine 

Codeine 

Nicodicodine  (6-nicotinoyldihydrocodeine) 

* Dexamphetamine  ^ 

Nor  codeine 

Dihydrocodeine 

* Phenmetrazine 

Ethylmorphine  (3-ethylmorphine) 

Pholcodine 

* Methaqualone 

Propiram 

Methylamphetamine 

7.  Any  stereoisomeric  form  of  a 

substance  specified  in  paragraph  6. 

8.  Any  salt  of  a substance  specified  in  paragraph  6 or  7. 

9.  Any  preparation  or  other  product  containing  a substance  or  product  specified 

in  any  of  paragraphs  6 to  8,  not  being  a preparation  specified  in  Schedule  1. 
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SCHEDULE  2 Summary  of  Main  Control  Regime  * 


Exemptions  from  the  general  prohibitions  of  the  Act 

A doctor  or  dentist  may  administer  to  a patient,  and  others  may  do  so  in 
accordance  with  his  directions.  (Regulation  7) 

Practitioners  and  pharmacists  may  manufacture  or  compound;  these  people 
and  others  with  specified  responsibilities  (e.g.,  public  analysts,  nursing  home 
matrons  in  particular  circumstances,  the  owners  or  masters  of  doctor-less  ships, 
etc.)  may  possess  and  supply  to  anyone  who  may  lawfully  possess.  Anyone  may 
possess  for  administration  for  medical,  dental  or  veterinary  purposes  in  accordance 
with  the  directions  of  a practitioner  (subject  to  provisions  to  avoid  double  supply). 

(Regulations  8 and  10) 


Requirements 

Tight  controls  on  documentation  to  be  associated  with  legal  supplies,  whether 
on  prescription  (which  must  be  in  handwriting  and  comply  with  other  requirements 
as  to  authorised  recipient,  dosage,  etc.)  or  requisition. 

(Regulations  14,  15  and  16) 

Requirements  as  to  markings  on  bottles  and  other  containers.  (Regulation  18) 

Producers  and  suppliers  to  keep  specified  records  of  each  quantity  of 
controlled  drugs  supplied  (whether  by  way  of  administration  or  otherwise).  The  form 
of  record  is  specified.  (Regulations  19,  20,  and  21) 

Requirements  as  to  who  may  destroy  controlled  drugs,  the  control 
arrangements  for  destruction,  and  records  of  the  date  and  quantity  destroyed. 

(Regulation  24) 


* 


This  is  necessarily  a rough  summary  and  omits  many  refinements  of  the 
Regulations  proper. 
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SCHEDULE  3 Regulations  7,  9 and  10 

Controlled  Drugs  Subject  to  the  Requirements  of  Regulations  14,  15,  16  and  18 

1.  The  following  substances  namely:- 

Benzphetamine  Phendimetrazine 

Chorphentermine  * Pipradrol 

Mephentermine 

2.  Any  steroeisomeric  form  of  a substance  specified  in  paragraph  1. 

3.  Any  salt  of  a substance  specified  in  paragraph  1 or  2. 

4.  Any  preparation  or  other  product  containing  a substance  specified  in  any  of 
paragraphs  1 to  3,  not  being  a preparation  specified  in  Schedule  1. 


MAIN  CONTROL  REGIME 


Exemptions  from  the  general  prohibitions  of  the  Act 

As  for  Schedule  2,  but  with  some  extension  as  to  the  range  of  those  persons 
who  may  produce,  possess  and  supply.  (Regulations  7,  9 and  10) 

Requirements 

As  for  Schedule  2 drugs  concerning  prescriptions,  requisitions  and  markings  on 
containers  (Regulations  14,  15,  16  and  18);  but  these  requirements  for  record 
keeping  and  destruction  do  not  apply  to  these  drugs. 
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SCHEDULE  4 Regulations  19  and  2U 

Controlled  Drugs  Subject  to  the  Requirements  of  Regulations  14,  15,  16, 
18,  19,  20  and  24 


1.  The  following  substances  and  products,  namely:- 

(a)  Bufotenine 
Cannabinol 

* Cannabinol  derivatives 
Cannabis  and  cannabis  resin 
Coca  leaf 

Concentrate  of  poppy-straw 
Lysergamide 

* Lysergide  and  other  N-alkyl  derivatives  of  lysergamide 

* Mescaline 

* Psilocin 
Raw  opium 

4-Bromo-2,5-dimethoxy-a-methylphenethylamine 

* N,N-Diethyltryptamine 

* N,N-Dimethyltryptamine 

* 2,5-Dimethoxy-a,4-dimethylphenethylamine 

(b)  any  compound  (not  being  a compound  for  the  time  being  specified  in  sub- 
paragraph  (a)  above)  structurally  derived  from  tryptamine  or  from  a ring- 
hydroxy  tryptamine  by  substitution  at  the  nitrogen  atom  of  the  sidechain 
with  one  or  more  alkyl  substituents  but  no  other  substituent; 

(c)  any  compound  (not  being  methoxyphenamine  or  a compound  for  the  time 
being  specified  in  sub-paragraph  (a)  above)  structurally  derived  from 
phenethylamine,  an  N-aJkylphenethylamine,  a-methylphenethylamine,  an 
N-alkyl-a-methylphenethyl amine,  a-ethylphenethylamine,  or  an  N-alkyl- 
oethylphenethylamine  by  substitution  in  the  ring  to  any  extent  with  alkyl, 
alkoxy,  alkylenedioxy  or  halide  substituents,  whether  or  not  further 
substituted  in  the  ring  by  one  or  more  other  univalent  substituents. 

2.  Any  stereoisomeric  form  of  a substance  specified  in  paragraph  1. 

3.  Any  ester  or  ether  of  a substance  specified  in  paragraph  1 or  2. 

4.  Any  salt  of  a substance  specified  in  any  of  paragraphs  1 to  3. 

5.  Any  preparation  or  other  product  containing  a substance  or  product  specified 
in  any  of  paragraphs  1 to  4,  not  being  a preparation  specified  in  Schedule  1. 


SCHEDULE  4 Main  Control  Regime 


Exemptions  from  the  general  prohibitions  of  the  Act 

Subject  only  to  provisions  enabling  essential  persons  such  as  law  enforcement 
officers,  carriers  and  forensic  science  laboratory  workers  to  possess,  there  are  no 
general  exemptions  in  respect  of  these  drugs.  Possession,  supply,  etc.,  if  it  is  to  be 
lawful,  must  therefore  be  specifically  authorised  by  the  Secretary  of  State. 

Requirements 

As  for  Schedule  2 drugs  (Regulation  21  is  not  mentioned  because  it  is 
irrelevant  to  Schedule  ^ drugs). 
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THE  CONVENTION  ON  PSYCHOTROPIC  SUBSTANCES 
IN  THE  UNITED  STATES 

3olin  3.  Cohrssen,  Esq.  * 


1.  bitroduction 

During  the  twentieth  century,  the  United  States  experienced  significant  non- 
therapeutic  substance  abuse  with  narcotics,  cocaine,  cannabis,  and  more  recently, 
depressants,  stimulants,  tranquilizers  and  hallucinogens.  The  United  States 
responded  by  adopting  strong  domestic  and  international  policy  to  combat  drug 
abuse.  Recent  United  States  efforts  led  to  the  1970  enactment  of  domestic 
legislation  and  the  convening  of  two  conferences  of  plenipotentiaries  in  1971  and 
1972  — one  to  establish  a Convention  on  Psychotropic  Substances  for  international 
controls  on  depressants,  stimulants,  tranquilizers,  and  hallucinogens,  and  the  other 
to  strengthen  the  1961  Single  Convention  on  Narcotic  Drugs  by  an  Amending 
Protocol. 

Domestic  action  in  the  late  1960s  anticipated  the  concerns  to  be  later  raised 
regarding  ratification  of  the  Psychotropic  Convention.  Reacting  to  increased 
evidence  of  spreading  drug  abuse,  the  government  consolidated  its  enforcement 
activity,  previously  split  between  the  Treasury  Department's  Federal  Bureau  of 
Narcotics  (FBN)  and  the  Food  and  Drug  Administration  (FDA).  FBN  had 
responsibility  for  enforcing  the  laws,  some  as  old  as  fifty  years,  designed  to  repress 
the  illicit  availability  of  opiates,  cocaine  and  marijuana  — substances  with  only 
limited  therapseutic  usage.  FDA,  meanwhile,  had  recently  enacted  authority  under 
the  Drug  Abuse  Control  Amendments  to  regulate  use  of  the  increasingly  popular 
therapeutic  and  research  drugs  --  depressants,  stimulants,  tranquilizers  and 
hallucinogens.  FBN  tended  to  more  law  enforcement  oriented  while  FDA  was  more 
medically  and  scientifically  oriented. 

The  reorganization  established  the  Bureau  of  Narcotics  and  Dangerous  Drugs 
(BNDD)  in  the  Justice  Department  by  combining  the  two  separate  predecessor 
entities. 

The  new  BNDD  needed  new  legislation  that  would  simplify  the  myriad 
collection  of  law  enforcement  and  regulatory  requirements  it  had  inherited.  The 
Controlled  Substances  Act  (CSA)  was  drafted  taking  into  account  the  best  thinking 
applicable  from  the  existing  law.  After  extensive  hearings  and  debate, 
controversies  between  the  law  enforcement  and  health  and  scientific  communities 
were  resolved.  The  health  and  scientific  decisions  were  to  be  made  by  the 
Department  of  Health,  Education  and  Welfare  (HEW),  the  health  agency.  These 
related  primarily  to  scheduling  decisions,  scientific  research,  confidentiality  of 
research  data,  and  treatment  restrictions  imposed  by  prescription  and  refill 
limitations,  security  and  record-keeping  requirements. 


* 


1614  N.  Nicholas  Street,  Arlington,  Va.,  United  States  of  America. 


- 195  - 


The  CSA  control  regime  is  briefly  described  since  it  served  as  a model  for  the 
drafting  of  the  Psychotropic  Convention,  and  knowledge  of  its  basic  precepts 
facilitates  understanding  of  how  this  Convention  and  the  CSA  work  together,  as  well 
as  how  the  problems  which  arose  during  the  Convention's  ratification  process  were 
resolved  through  amendment  to  the  CSA. 

Title  II  of  the  CSA  provides  a closed  system  for  regulating  controlled 
substances,  i.e.  drugs  affecting  the  central  nervous  system  commonly  called 
stimulants,  depressants,  and  hallucinogens.  Included  are  natural  and  synthetic 
narcotics,  hallucinogens  such  as  marijuana,  and  LSD,  amphetamines,  barbiturates 
and  tranquilizers.  The  key  feature  of  the  system  is  the  registration  (licensing)  of 
manufacturers,  wholesalers,  retailers,  doctors  and  other  persons  in  the  chain  of 
legitimate  drug  distribution.  Distribution  of  controlled  substances  by  nonregistrants 
is  illegal.  The  closed  system  of  distribution  includes  restrictions  such  as  official 
government  order  forms  for  the  distribution  of  certain  controlled  substances, 
limitations  on  prescription  refills,  production  quotas  and  overall  security  and 
recordkeeping  requirements. 

All  drugs  under  the  CSA  are  divided  into  five  schedules  for  both  regulatory  and 
law  enforcement  purposes.  Schedule  I substances  are  those  for  which  there  is  'a  high 
potential  for  abuse  and  no  accepted  medical  use'  in  the  United  States  or  lack  of 
accepted  safety  for  use  of  the  substance  under  medical  supervision.  Drugs  in 
Schedule  I include  heroin,  LSD,  and  marijuana.  Schedules  II  through  V contain 
substances  with  accepted  medical  use  and  varying  degrees  of  potential  for  abuse, 
substances  with  the  highest  abuse  potential  being  in  Schedule  II,  substances  with  the 
lowest  abuse  potential  in  Schedule  V.  The  regulatory  requirements  for  distribution 
vary  depending  on  the  schedule  in  which  the  substances  are  placed.  Although  there 
are  over  100  controlled  substances  specifically  listed  in  the  statute  by  name,  the 
scheme  for  controlling  drugs  under  the  CSA  is  flexible,  permitting  other  substances 
to  be  added,  or  existing  controlled  substances  to  be  moved  from  one  schedule  to 
another. 

Title  III  of  P.L.  91-513  has  been  given  a separate  title  as  the  'Controlled 
Substances  Import  and  Export  Act.'  In  practice,  it  is  considered  part  of  the  CSA. 
Most  provisions  in  Title  III  parallel  provisions  in  Title  II  of  the  CSA  and  in  several 
instances  Title  II  is  incorporated  by  reference.  Title  III  prohibits  the  import  and 
export  of  controlled  substances  unless  the  individual  is  registered.  However,  the 
registration  provided  under  Title  III  is  separate  and  distinct  from  the  registrations 
provided  in  Title  II  for  manufacture,  distribution  and  possession,  although  the 
registration  procedure  is  essentially  identical.  The  Title  III  registration  amounts  to 
an  annual  license  to  either  import  or  export  controlled  substances.  Additionally,  the 
registrant  is  required  to  file  a declaration  or  obtain  a permit  for  each  import  and 
export  consignment.  (5) 

Criminal  penalties  are  imposed  for  both  illicit  trafficking  and  possession. 
Trafficking  includes  unauthorized  manufacture  or  distribution,  or  the  possession  for 
unauthorized  manufacture  or  distribution,  of  any  controlled  substance.  The 
penalties  for  trafficking  are  related  to  the  schedules:  For  narcotics  in  Schedules  I 
and  II,  a first  offense  is  punishable  by  15  years  in  p)rison  and  up  to  a $25,000  fine;  for 
a Schedule  I or  II  non-narcotic  drug  or  any  Schedule  III  drug,  the  penalty  is  up  to  five 
years  in  prison  and  a $15,000  fine;  for  Schedule  IV  drug,  a maximum  of  three  years 
in  jail  and  a $10,000  fine;  and  for  a Schedule  V substance  (a  misdemeanor),  up  to  one 
year  in  prison  and  a $5,000  fine.  Second  and  subsequent  offenses  are  punishable  by 
twice  the  penalty  imposed  by  the  first  offense. 
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Possession  for  one's  own  use  of  any  controlled  substance  in  any  schedule  is 
always  a misdemeanor  on  the  first  offense,  punishable  by  one  year  in  jail  and  up  to  a 
$5,000  fine.  The  CSA  very  carefully  distinguishes  between  trafficking  offenses 
(crimes  by  those  who  are  supplying  illicit  drugs  to  abusers)  from  use  offenses  (crimes 
by  persons  who  actually  use  drugs  themselves).  A schematic  description  of  the  CSA 
control  regime  is  found  in  Table  I,  "Control  Mechanisms  of  CSA  by  Schedule,"  in  the 
annex  to  this  report. 

The  persons  involved  in  fashioning  the  CSA  anticipated  that  future  treaties 
such  as  the  Psychotropic  Convention  could  raise  the  same  philosophical  issues 
debated  in  the  formulation  of  the  CSA;  plus,  there  was  concern  that  new  treaty 
obligations  could  affect  a loss  of  domestic  power  over  drug  control.  Accordingly, 
the  CSA  was  drafted  so  it  could  not  apply  to  future  treaties;  the  CSA  only 
authorized  the  government  to  take  administrative  actions  required  by  international 
agreements  ratified  by  the  United  States  prior  to  enactment  of  the  CSA.  Nine  years 
elapsed  between  United  States  signature  in  Vienna  and  ratification  of  the 
Psychotropic  Convention.  The  United  States  ratified  the  Convention  on  March  20, 
1980,  only  after  the  revived  conflict  in  approach  among  law  enforcement  officials, 
scientists,  health  officials  and  others  found  resolution  in  an  artfully  drafted 
legislative  compromise  for  implementing  domestic  legislation. 

Before  proceeding  with  the  discussion  of  the  Convention,  it  might  also  be 
useful  to  relate  the  United  States  experience  with  ratification  of  the  1961  Single 
Conventicxi  on  Narcotic  Drugs.  It  took  the  United  States  six  years  to  ratify  this 
treaty,  which  had  been  designed  to  simplify  and  rationalize  the  fragmented  regime 
of  the  several  earlier  treaties.  United  States  reluctance  resulted  from  a concern 
that  the  new  treaty  would  weaken  existing  controls: 

(The  USA)  considered  that  the  Single  Convention  was  in  some  respects  weaker 
than  the  1953  Protocol  regarding  the  control  of  opium  and  that,  since  that 
Protocol  was  shortly  to  come  into  force...,  there  was  no  urgency  for  the  Single 
Convention  to  come  into  force  and  it  would  therefore  be  advisable  to  consider 
amending  it.  (13) 

After  six  years,  the  United  States  found  that  operational  experience  did  not  support 
its  earlier  concerns  (1^,  15),  and  the  treaty  was  ratified.  Similarly,  with  the 
Psychotropic  Convention,  the  United  States  needed  time  to  gain  operational 
experience  with  both  the  CSA  and  the  Psychotropic  Convention  in  order  to  be  able 
to  resolve  concerns  about  potential  for  abuse. 

One  final  point  regarding  the  Single  Convention:  The  United  States  remained 
dissatisfied  even  after  ratification.  Weaknesses  in  the  treaty  provisions  precipitated 
interest  in  the  1972  Amending  Protocol  designed  to  strengthen  the  Single 
Convention's  control  features.  United  States  interest  in  achieving  wide  acceptance 
of  the  Amending  Protocol  became  related  to  the  United  States'  position  regarding 
the  Psychotropic  Convention.  As  is  noted  below,  United  States  officials  expressed  a 
need  for  the  United  States  to  ratify  the  Convention  in  order  for  other  countries  to 
become  parties  to  the  Amending  Protocol. 

2.  The  United  States  Experience  at  the  Vienna  Meeting 

The  United  States  was  well  represented  in  Vienna.  The  official  delegation 
included  the  representative,  six  alternates,  two  Senators,  four  members  of  Congress 
and  six  others  as  advisors. 
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A review  of  that  meeting  as  seen  through  the  Report  of  the  United  States 
Delegation  offers  insight  as  to  the  United  States  view  of  what  the  new  psychotropic 
control  regime  should  look  like.  The  overall  desires  appears  to  have  been  to:  (i) 
establish  an  acceptable  international  control  regime  while  maintaining  maximum 
domestic  discretion,  and  (ii)  maintain  a balance  between  international  health  agency 
determinations  and  enforcement  considerations  similar  to  the  balance  achieved  in 
the  United  States  in  the  CSA.  Particular  issues  related  to:  identification  of  those 
substances  to  be  controlled  by  treaty,  procedures  for  changing  control,  schedules, 
the  role  of  the  World  Health  Organization  (WHO)  and  the  United  Nations 
Commission  on  Narcotic  Drugs  (CND),  the  degree  of  control  for  particular 
substances,  and  which  preparations  could  be  exempted  from  a treaty. 

The  Technical  Committee  had  the  responsibility  for  establishing  the  lists  of 
substances  to  be  controlled  in  each  schedule,  exemption  of  preparations,  and  extent 
of  control  of  psychotropic  substances.  The  United  States  unsuccessfully  attempted 
to: 

o move  phencyclidine  to  Schedule  IV; 

o remove  the  "all  isomers"  reference  from  delta  9-tetrahydrocannibinol; 
o delete  amfepramone  from  Schedule  IV; 
o defer  a decision  on  methaqualone; 
o retain  chlordiazepoxide  and  diazepam  in  Schedule  IV; 
o remove  pipradrol  from  Schedule  IV; 

o remove  SPA  from  control. 

According  to  the  Report  (10),  United  States  representation  on  the 
on  Control  Measures  sought: 

a)  To  make  cert^n  that  researchers  and  physicians  would  not 
restricted  in  the  lawful  practice  of  their  activities; 

b)  To  strike  a proper  balance  in  the  decision-making  process  of 
substances  between  the  science  oriented  agencies  and  those  concerned 
administrative,  economic,  and  social  issues; 

c)  To  assure  the  Parties  would  have  the  right  to  only  partially  accept  future 
scheduling  of  substances  if  the  peculiar  circumstances  of  a Party  could  not  permit 
application  of  the  regime  of  control; 

d)  To  make  certain  that  the  treaty  would  not  impose  the  same  degree  of  control 
on  all  preparations  containing  small  quantities  of  psychotropic  substances  which 
have  little  if  any  potential  for  abuse; 

e)  To  provide  that  the  International  Narcotic  Control  Board  would  have  a way  of 
effectively  ensuring  that  Parties  are  complying  with  their  obligations,  including  the 
power  to  recommend  embargos  against  any  noncomplying  country. 


Committee 


be  unduly 


scheduling 
with  legal. 
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The  following  is  a detailed  description  of  particular  achievements  and 
activities  of  the  United  States  Delegation  (11): 

Title:  Change  from  "Protocol  on  Psychotropic  Substances"  to  "Convention  on 

Psychotropic  Substances." 

Preamble:  Included  language  that  availability  of  psychotropic  substances  for 

medical  and  scientific  purposes  should  not  be  unddy  restricted. 

Article  2:  Participated  extensively  in  drafting  a proposal  for  scheduling  requiring  a 
2/3  majority  of  the  Commission  on  Narcotic  Drugs;  achieved  the  "qualified 
acceptance"  of  a decision  to  control  as  the  best  compromise  of  the  desired  United 
States  position  for  flat-out  rejection  rights. 

Article  3:  Achieved  the  authority  to  exempt  certain  preparations  from  the  full 
controls  of  the  Convention. 

Article  5:  Achieved  insertion  of  the  words  "It  is  desirable"  before  the  proscription 
on  personal  possession  because  although  the  United  States  had  such  limitation,  the 
government  should  not  be  precluded  by  treaty  from  reconsideration  of  possession 
laws  since  the  matter  was  under  study. 

Article  7:  Achieved  less  strict  control  features  for  Schedule  I substances,  less 
restrictive  for  research  and  allowing  their  use  for  therapeutic  purposes. 

Article  11:  Participated  extensively  in  drafting  the  record  requirements. 

Article  12:  Participated  in  international  trade  provisions  but  lacked  support  for  a 
position  in  opposition  to  import/export  authorizations  for  Schedule  II. 

Article  16:  Participated  extensively  and  prevailed  in  opposing  furnishing  reports  to 
the  International  Narcotics  Control  Board  (INCB)  of  stocks  on  hand  by  wholesale 
dealers. 

Article  17:  Achieved  2/3  majority  vote  provision  for  control  decisions. 

Article  19:  The  United  States  interest  in  giving  some  degree  of  power  to  an 
international  body  to  bring  about  compliance  met  opposition  to  such  an  extent  that 
the  Conference  agreed  to  permit  reservations  to  paragraphs  1 and  2. 

Article  25:  Achieved  the  "Vienna  Formula"  as  opposed  to  the  "see  states"  clause. 

Article  32:  Achieved  reservation  relating  to  use  of  psychotropic  substances  in 
religious  rites. 

The  Report  of  the  United  States  Delegation  also  addressed  the  advantages  and 
disadvantages  of  ratifying  or  not  ratifying: 

The  benefits  to  the  United  States  by  ratifying  this  Convention  would,  inter 
alia,  (1)  strengthen  our  leadership  in  international  drug  abuse  control;  (2) 
further  our  efforts  to  reduce  the  supply  of,  the  demand  for,  and  the  treifficking 
in  illicit  narcotic  and  psychotropic  substances;  and  (3)  increase  our  credibility 
as  a nation  willing  to  apply  effective  controls  at  home  in  order  to  cooperate  in 
preventing  illicit  trafficking  in  other  countries. 
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Our  failure  to  ratify  the  Convention  could  prove  to  be  disastrous  for  our 
efforts  to  suppress  the  illicit  traffic  in  narcotics  and  to  eliminate  illicit  and 
uncontrolled  opium  production.  We  would  lend  support  to  the  fallacious 
argument  that  the  major  manufacturing  countries  want  to  do  away  with  drug 
abuse  of  the  narcotic  type  only  to  replace  it  with  psychotropic  substances. 
Although  the  United  States  is  a large  manufacturer  of  psychotropic 
substances,  we  do  not  have  reliable  information  that  diversions  from  United 
States  production  into  the  international  illicit  traffic  are  as  yet  causing  any 
significant  problems.  However,  we  do  have  a very  high  potential  of  becoming 
such  a source  of  supply,  and  it  is  in  the  best  interest  of  the  United  States  to 
make  sure  that  such  trafficking  does  not  come  about.  If  we  do  not  ratify  the 
Convention,  we  will  be  hard  pressed  to  convince  other  governments  that  we 
are  serious  about  doing  anything  beyond  trying  to  control  our  own  heroin 
addiction  problem. 

It  is  particularly  important  that  the  country  leading  the  attack  for  realistic 
hope  of  reform  and  efficiency  must  be  premised  on  strong  commitment  of 
improvement  in  its  own  system,  and  willingness  to  cooperate  with  other 
nations  in  international  controls.  (12) 

On  February  21,  1971,  the  United  States  Representative,  John  E.  Ingersoll, 
signed  the  Final  Act,  and  signed  the  Convention  on  Psychotropic  Substances  "subject 
to  ratification." 

3.  Ratificaticm  of  the  Convention 

The  United  States  Constitution  requires  that  treaty  obligations  must  be 
submitted  to  the  United  States  Senate  for  its  advice  and  consent  prior  to 
ratification.  (19) 

Interest  in  the  treaty  ratification  extended  through  three  administrations: 
Nixon,  Ford  and  Carter.  Interest,  however,  waxed  and  waned  and  reflected  not  only 
a periodically  recurring  concern  about  drug  abuse,  but  also  a balancing  of  power 
between  the  views  of  persons  involved  in  law  enforcement,  health  and  science,  and 
between  the  executive  and  legislative  branches  of  government. 

On  June  29,  1971,  the  treaty  was  transmitted  by  President  Nixon  to  the  Senate 
with  an  urgent  recommendation  that  the  Senate  give  early  consideration  to  the 
Convention. 

In  the  case  of  the  Psychotropic  Convention,  United  States  law  required  and  in 
fact  provided  effective  review  by  both  Houses  of  the  United  States  Congress.  The 
Psychotropic  Convention  was  viewed  as  "not  self  executing"  (9);  thus,  the  execution 
of  certain  of  its  provisions  required  the  adoption  of  domestic  law  to  put  those 
provisions  in  effect.  Moreover,  these  could  not  be  provided  by  existing  United 
States  law  since  the  Controlled  Substances  Act  was  clearly  limited  to  cover 
obligations  of  only  earlier  United  States  treaties.  Thus,  whole  ratification  required 
only  Senate  approval,  the  approval  of  both  the  House  and  Senate  was  needed  for  new 
implementing  authority. 

The  concerns  raised  during  consideration  of  the  CSA  were  to  reappear  as  the 
full  Congress  now  had  an  opportunity  to  effect  approval  of  the  Psychotropic 
Convention.  The  Senate  Foreign  Relations  Committee  held  hearings  on  February  4, 
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1972,  at  which  a discordant  view  was  strongly  represented.  As  seen  from  the 
language  in  the  Committee  Report,  there  was  strong  concern  that  the  Convention 
would  subvert  domestic  activity  to  meet  the  treaty  requirements: 

At  the  time  of  the  hearings  concerns  were  expressed  (1)  that  the  interests  of 
health  professionals  would  be  overridden  by  law  enforcement  considerations; 

(2)  that  legitimate  research  in  the  area  of  psychotropics  would  be  hampered; 

(3)  that  record-keeping  requirements  under  the  Convention  would  be 
burdensome  for  the  pharmaceutical  companies;  and  (U)  that  the  Convention 
might  jeopardize  the  confidentiality  of  patient  records.  (16) 

Dr.  Henry  Brill  in  his  testimony  (2)  noted  the  following  troublesome  features 
of  the  Convention  which  others,  including  the  American  Psychiatric  Association  (8), 
also  noted: 

(i)  It  limits  the  scheduling  authority  of  the  WHO:  Science  is  placed  in  an  advisory 
role,  and  there  are  no  explicit  criteria  for  scheduling. 

(ii)  Research  is  more  strictly  controlled  than  under  the  CSA. 

(iii)  Record-keeping  does  not  provide  for  confidentiality  in  Article  15. 

(iv)  Record-keeping  for  practitioner  dispensing  is  more  restrictive  than  under  the 
CSA. 

(v)  Article  22  punishable  offense  requirements  are  inconsistent  with  the  CSA. 

And  Neil  Chayet,  Esq.,  counsel  for  a medical/science  coalition  "Committee  for 
Effective  Drug  Abuse  Legislation,"  moreover  expressed  overall  opposition  because 
the  worldwide  control  regime  needed  basic  restructuring,  many  countries  were 
changing  attitudes  regarding  drug  control,  and  the  Psychotropic  Convention  ignored 
the  economic  incentives  which  perpetuate  illicit  drug  activity.  (^) 

The  Senate  Foreign  Relations  Committee  decided  to  defer  ratification  until 
after  enabling  legislation  was  enacted.  (16)  Thus,  in  February  1972  enabling 
legislation  was  introduced  in  the  House  and  Senate  (H.R.  12875  and  S.3118,  92d 
Congress);  however,  no  further  legislative  action  occurred  that  year. 

In  1973  a concerted  but  not  yet  successful  effort  was  mounted  within  the 
Administration  to  achieve  an  acceptable  compromise  regarding  the  areas  of  HEW's 
continuing  concerns.  These  were: 

a)  HEW  is  primary  in  health  matters; 

b)  Protection  of  research; 

c)  Confidentiality  of  medical  records; 

d)  Mandatory  severe  punishment  is  not  consistent  with  United  States  policy. 
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In  February  197^  the  Senate  Submittee  held  hearings  on  several  bills  offering 
compromise  legislation.  The  Subcommittee  Chairman  expressed  the  opinion  that  the 
compromise  Administration  bill  "reflects  a more  balanced  approach  regarding  the 
appropriate  role  of  the  medical  and  scientific  communities  in  the  control  decision- 
making process  " (1).  The  Chairman  also  referred  to  the  drug  control  side  of  the 
issue: 


Regardless  of  our  efforts  to  impose  more  adequate  domestic  controls 
on. ..psychotropic  substances,  the  absence  of  international  controls  would 
defeat  our  main  objective:  to  curb  the  illicit  traffic  and  abuse  of  legitimately 
produced  dangerous  drugs.  (1) 

While  the  law  enforcement  and  the  health  officials  supported  the  legislation, 
Dr.  Thomas  Bryant  of  the  Drug  Abuse  Council  in  his  formal  statement  (3)  found  the 
proposed  legislation  would: 

o diminish  domestic  discretion  by  tying  domestic  control  decisions  to  an 
international  consensus  of  scientific,  medical  and  law  enforcement  needs 
which  historically  has  been  dominated  by  the  law  enforcement  view,  not 
the  medical  or  scientific; 

o place  psychological  and  political  limitations  on  changing  its  future  drug 
control  policies. 

Dr.  Bryant's  conclusion  questioned  the  real  value  of  the  Psychotropic 
Convention: 

Except,  perhaps,  for  increasing  data-gathering  activity  on  the  use  of 
psychoactive  drugs,  participation  in  the  Convention  will  provide  minimal 
benefits.  The  primary  rationale  for  development  of  the  Convention  has  been 
that  international  cooperation  is  needed  to  prevent  the  growing  abuse  and 
illicit  trafficking  of  psychotropic  substances.  There  is  a striking  lack  of 
evidence  in  support  of  this  proposition,  however,  and  little  hard  data  has  been 
offered  to  substantiate  the  need  for  the  kind  of  international  controls  which 
the  Convention  contemplates,  even  if  it  should  be  revealed  that  agreement  to 
Convention  controls  will  be  an  effective  deterrent.  Nothing  in  the  Convention 
is  self-enforcing;  all  of  its  requirements  are  dependent  on  the  good  faith  of 
other  nations.  Its  impact  on  illicit  trafficking  is  unlikely  to  be  better  than  our 
experience  with  the  Single  Convention  on  Narcotic  Drugs,  which  has  done 
relatively  little  to  halt  the  illicit  traffic  in  narcotics.  The  National 
Commission  on  Marihuana  and  Drug  Abuse  also  concluded  in  March  of  1973 
that  to  date  'international  treaties  have  had  no  major  or  continuing  impact  on 
illegal  trafficking.'  (3) 

No  further  action  was  taken  until  1976  when  hearings  were  held  in  the  House 
and  then  the  process  stopped  again.  As  the  subsequent  House  Report  reiterates: 


* 


Subcommittee  to  Investigate  3uvenile  Delinquency,  Senate  Judiciary 
Committee. 
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During  the  hearings  conducted  during  the  93d  and  94th  Congress,  concerns 
were  expressed  with  respect  to  the  relationships  among  the  various  Federal 
agencies  in  implementing  this  legislation.  Many  expressed  the  fear  that 
implementing  legislation  would  go  too  far  in  requiring  that  domestic  policy  be 
subsumed  by  international  agreements;  others  believed  that  the  legislation 
proposed  by  the  previous  two  administrations  skewed  decisions  with  respect  to 
drugs  too  heavily  toward  the  law  enforcement  agencies,  and  away  from  the 
medical  and  scientific  expertise  within  the  Department  of  Health,  Education, 
and  Welfare. 

For  these  reasons,  representatives  of  this  committee,  the  Senate  Judiciary 
Committee,  the  Office  of  Drug  Abuse  Policy  in  the  White  House,  the  National 
Institute  on  Drug  Abuse  and  the  Food  and  Drug  Administration  in  the 
Department  of  Health,  Education,  and  Welfare,  the  Drug  Enforcement 
Administratim  in  the  Department  of  Justice,  and  the  Office  of  International 
Narcotics  Matters  in  the  Department  of  State  conducted  a series  of 
negotiations  in  an  effort  to  develop  a legislative  proposal  to  implement  the 
Convention  acceptable  to  all  parties.  (6) 

Finally,  during  President  Carter's  administration,  agreement  was  reached.  On 
August  2,  1977,  President  Carter  sent  a Message  to  the  Congress  on  Drug  Abuse, 
making  implementing  the  Convention  on  Psychotropic  Substances  a key  element  in 
the  United  States  international  strategy. 

Meanwhile,  committee  staff  of  the  Senate  and  House  investigaged  the 
controversial  issues.  Accordingly,  new  bills  were  drafted  and  introduced  in  October 
1977  by  the  House  (H.R.  9796)  and  in  January  1978  by  the  Senate  (S.2399)  to  allay 
the  objections  to  past  initiatives  or  to  render  them  moot. 

The  House  held  hearings  for  one  day.  According  to  the  Report,  "All 
government  agencies  involved  in  the  negotiations  (including  all  involved  government 
health  and  law  enforcement  officials)  expressed  satisfaction  with  the  legislation" 
(7). 


The  Senate  held  no  hearings  after  concluding  that  the  concerns  articulated  in 
earlier  Senate  hearings  had  been  adequately  addressed  in  the  new  legislation. 

The  President  signed  the  implementing  legislation  on  November  10,  1978,  with 
a plea  that  the  Convention  be  ratified. 

The  Senate  Committee  on  Foreign  Relations  re-examined  the  prior  objections 
to  the  treaty  in  light  of  the  implementing  legislation  and  found  them  no  longer  valid 
(17).  Details  from  the  Committee  Report  appear  in  Appendix  II.  Consequently,  the 
Committee  recommended  ratification  because  consistency  with  desired  United 
States  policy  would  be  maintained  by: 

(1)  insuring  input  in  the  decision-making  process  for  health  professionals;  (2) 
articulating  Congressional  intent  that  the  Convention  should  not  be  construed 
to  impose  additional  restrictions  on  legitimate  research;  (3)  instructing  the 
Attorney  General  to  avoid  unnecessary  imposition  of  duplicate  record-keeping 
in  satisfying  U.S.  obligations  under  the  Convention;  and  (4)  stating  that  the 
Convention  shcdl  not  be  construed  to  limit  or  modify  present  protection  of  the 
confidentiality  of  patient  records.  (16) 
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The  Senate  gave  its  advice  and  consent  to  ratification  of  the  Ccxivention  on 
March  20,  1980,  subject  to  a reservation  for  peyote,  used  in  religious  ceremonies  of 
the  Native  American  Church  of  the  United  States: 

Since  mescaline,  a derivative  of  the  peyote  cactus,  is  included  in  Schedule  I of 
the  Convention,  and  since  the  inclusion  of  peyote  itself  as  an  hallucinogenic 
substance  is  possible  in  the  future,  the  Committee  accepted  the 
Administration's  recommendation  that  the  instrument  of  ratification  include  a 
reservation  with  respect  to  peyote  harvested  and  distributed  for  use  by  the 
Native  American  Church  in  its  religious  rites.  (18) 

4.  Conclusion 

The  debate  is  over.  The  United  States  is  a party  to  the  Convention  on 
Psychotropic  Substances.  Domestic  legislation  has  been  enacted  which  probably 
achieved  a most  reasonable  accommodation. 

Now  the  United  States  must  wait  to  answer  the  hard  questions  raised  in 
hearings: 

(i)  What  benefits  will  the  Convention's  operation  provide  — for  the  United  States 
both  internally  and  internationally? 

(ii)  What  limitations  on  United  States  policy  development  will  arise  as  a result  of 
the  Convention? 

Pure  speculation  leads  to  the  suggestion  that  the  Convention  will  have  minimal 
effects  on  domestic  drug  control  since  its  requirements  closely  parallel  those  of  the 
CSA.  Internationally,  the  Convention's  ratification  demonstrates  a responsible  and 
serious  commitment  by  the  United  States  to  deal  with  drug  abuse. 

Regarding  the  second  question  on  its  possible  viscous  effect  on  domestic 
policy,  United  States  opinion  historically  has  had  substantial  influence  on 
international  drug  control  policy;  thus,  in  the  event  the  United  States  seeks  to 
change  its  policy,  it  is  likely  to  succeed  in  altering  international  policy  as  well.  If 
not,  the  United  States  could  adopt  domestic  legislation  inconsistent  with  the 
Convention  or  even  denounce  it. 

Possibly,  the  greatest  significance  has  been  the  process,  which  fostered  a new 
cooperation  among  the  law  enforcement,  health  and  scientific  communities. 
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William  E.  Vodra,  U.S.  Department  of  Health,  Education  and  Welfare,  Food  and  Drug  Administration.  Memorandum,  undated,  to  Drug  Abuse  Advisory 
Committee. 
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APPENDIX  1 

Excerpts  from  Senate  Report  No,  95-959,  describing  the  need  for  United  States 
action  and  the  impact  on  domestic  legislation  with  adoption  of  the  Psychotropic 
Substances  Act  of  1978, 


C.  NEED  FOR  U.S.  ACTION 


1,  Ratification  of  Convention 

The  broad  purpose  of  the  Vienna  Convention  is  to  establish  a formal 
mechanism  whereby  countries  may  directly  collaborate  in  their  multilateral  efforts 
to  limit  stimulant,  depressant,  and  hallucinogenic  drugs  to  medical  and  scientific 
purposes. 

It  is  clear  that  if  this  goal  is  to  be  achieved,  it  will  be  necessary  for 
importing  as  well  as  exporting  countries  to  become  parties  to  the  Convention.  The 
United  States,  as  one  of  the  largest  manufacturers  of  psychotropic  substances, 
cannot  prevent  or  at  least  reduce  to  the  greatest  extent  possible,  the  illicit 
availability  of  such  drugs  unless  we  become  a party  to  the  Convention.  Equally  as 
important  as  reducing  the  diversion  of  psychotropic  substances,  ratifying  the 
Convention  would  strengthen  our  leadership  in  international  drug  abuse  control  by 
increasing  our  credibility  as  a nation  willing  to  apply  effective  controls  at  home  in 
order  to  cooperate  in  the  prevention  of  illicit  trafficking  in  other  countries. 

2,  Passage  of  Enabling  Legislation 

Nearly  all  of  the  requirements  necessary  for  the  United  States  to  become  a 
party  to  the  Vienna  Convention  on  Psychotropic  Substances  are  contained  in  the 
Controlled  Substances  Act  (Title  II  of  the  Comprehensive  Drug  Abuse  Prevention 
and  Control  Act)  and  the  Export  and  Import  Act  (Title  III  of  the  Comprehensive 
Drug  Abuse  Prevention  Act).  However,  the  Comprehensive  Drug  Abuse  Prevention 
and  Control  Act  only  authorized  administrative  action  to  conform  U.S.  drug 
controls  to  those  under  international  agreements  ratified  by  the  United  States  prior 
to  the  Acts'  enactment  by  Congress  (1970).  Therefore,  neither  the  Controlled 
Substances  Act  nor  the  Controlled  Substances  Import  and  Export  Act  currently 
provide  specific  authority  and  procedures  for  the  United  States  to  comply  with  the 
requirements  of  the  Convention.  Thus,  enabling  legislation  is  needed  to  extend  the 
Comprehensive  Drug  Abuse  and  Prevention  Control  Act  of  1970  to  allow  its 
provisions  to  apply  to  an  agreement  signed  after  its  enactment. 

D.  IMPACT  ON  DOMESTIC  LEGISLATION 

Under  the  terms  of  the  Convention,  either  a party  to  the  Convention  or  the 
World  Health  Organization  may  notify  the  Secretary-General  of  the  United  Nations 
of  the  need  to  control  a specific  drug.  In  either  case,  the  World  Health 
Organization  makes  a determinative  finding  concerning  medical  and  scientific 
matters.  The  United  Nations  Commission  on  Narcotic  Drugs  (CND)  then  decides  on 
the  control  and  scheduling  of  the  drug,  with  the  Secretary-General  notifying  all 
parties  and  organizations  concerned.  In  regard  to  the  organization  which  makes 
the  decision  to  control,  the  Convention  differs  from  the  procedures  established  in 
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our  existing  domestic  law.  However,  the  current  implementing  legislation  for  the 
Convention  makes  this  process  follow  the  procedures  of  the  Controlled  Substances 
Act  as  closely  as  possible. 

Section  3 of  the  bill  amends  section  201  of  the  Controlled  Substances  Act  by 
authorizing  the  Secretary  of  Health,  Education,  and  Welfare  to  transmit,  whenever 
the  World  Health  Organization  is  considering  a drug  for  control,  comments  on  the 
issue.  In  addition  the  Secretary  is  required  to  publish  notice  in  the  Federal 
Register  and  'provide  opportunity  to  interested  persons  to  submit  to  him  comments 
respecting  the  scientific  and  medical  evaluations  which  he  is  to  prepare  respecting 
such  drug  or  substance.'  This  will  ensure  that  the  educational,  scientific,  and 
medical  community  will  have  an  input  in  the  decisionmaking  process.  The 
Secretary  of  Health,  Education,  and  Welfare  will  evaluate  the  proposal  submitted 
by  the  World  Health  Organization  and  furnish  an  evaluation  and  recommendation 
which  will  be  binding  on  the  U.S.  Representatives  to  the  U.N.  Commission  on 
Narcotic  Drugs. 

Once  the  United  States  receives  notification  of  a scheduling  decision  made  by 
the  Commission  on  Narcotic  Drugs  the  Secretary  of  Health,  Education,  and  Welfare 
in  consultation  with  the  Attorney  General  will  decide  whether  or  not  existing 
controls  are  sufficient  to  meet  the  minimum  obligations  under  the  Convention. 
This  bill  provides  the  administrative  authority  for  the  Secretary  and  the  Attorney 
General  to  transfer  the  drug  to  an  appropriate  schedule  if  current  controls  do  not 
exist.  If,  however,  current  controls  are  not  met  and  the  Secretary  disagrees  with 
the  scheduling  decision  of  the  Commission  on  Naracotic  Drugs,  paragraph  3(c)  of 
S.2399  directs  the  Secretary  to  ask  for  a review  of  the  scheduling  decision  by  the 
Economic  and  Social  Council  of  the  United  Nations.  If  this  procedure  is  not 
successful  in  reversing  a decision  of  the  Commission,  the  Secretary  has  the  right  of 
a 'qucdified  acceptance'  of  the  decision  which  means  that  the  United  States  does 
not  need  to  invoke  the  stringent  controls  of  schedule  I through  III  of  the  Controlled 
Substances  Act  but  may  use  its  schedule  IV  or  V to  establish  minimal  control 
measures  thus  allowing  flexibility  at  home  in  meeting  our  international  obligations. 

New  recordkeeping  obligations  of  the  United  States  under  the  Convention 
apply  solely  to  manufacturers  of  psychotropic  drugs.  Section  5 of  the  bill  states 
that  manufacturers  registered  under  section  303  of  the  Controlled  Substances  Act 
may  be  required  to  make  periodic  reports  on  psychotropic  substances  to  the 
Attorney  General  to  comply  with  article  16  of  the  Convention.  Depending  on  the 
particular  schedule  on  which  the  substance  is  listed,  reports  would  be  required 
concerning:  quantities  of  controlled  drugs  manufactured;  quantities  exported  and 
imported;  stocks  held;  and  quantities  used  for  manufacture  of  other  substances. 
This  section  of  the  bill  expressly  states  'The  Attorney  General  shall  administer  the 
requirements  of  this  subsection  in  such  a manner  as  to  avoid  the  unnecessary 
imposition  of  duplicative  requirements  under  this  title  on  manufacturers  subject  to 
the  requirements  of  this  subsection.'  No  additional  recordkeeping  is  necessary  by 
research  scientists  to  meet  U.S.  obligations  under  the  Convention.  This  is  assured 
by  section  10  of  the  bill  which  in  effect  provides  that  present  provisions  of  section 
307  of  the  Controlled  Substances  Act  satisfy  all  recordkeeping  requirements  of  the 
Convention  insofar  as  such  persons  are  concerned. 

Section  6 and  7 of  the  bill  amends  section  1002(b)  and  1003(e)  to  provide  that 
if  a nonnarcotic  controlled  substance  is  in  schedule  III,  IV,  or  V and  is  also  listed  in 
schedule  I or  II  of  the  Convention,  such  drugs  could  only  be  imported  or  exported 
subject  to  the  stricter  controls  of  the  Convention. 
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The  records  of  patients  in  treatment  and  subjects  participating  in  research 
projects  are  protected  by  section  9 of  S.2399.  This  protection  extend^  beyond  the 
Convention  on  Psychotropic  Substances  to  include  other  treaties  or  international 
agreements,  specifically  prohibiting  any  interpretation  of  them  that  might  alter 
any  Federal,  State  or  local  legislation  or  regulatory  protection  of  confidentiality. 
To  avoid  any  questions  about  the  intent  of  this  language,  identical  amendments  are 
made  to  the  Controlled  Substances  Act  (section  502)  and  to  the  Public  Health 
Service  Act  (section  303). 
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APPENDIX  II 

Excerpts  from  Senate  Executive  Report  No.  96-29,  showing  the  prior  objections  to 
the  treaty  and  the  response  in  the  implementing  legislation. 


Objection 

1.  Doesn't  adequately  protect  the 
confidentiality  of  patient  records. 


2.  Threatens  the  conduct  of  research 
with  controlled  substances. 


3.  Doesn't  assign  to  health  and 
scientific  professionals  an 
'affirmative  role'  informing 
control  decisions. 


Response 

Specifies  that  nothing  in  the  Conven- 
tion shall  be  construed  to  limit,  modify, 
or  prevent  the  protection  of  the  con- 
fidentiality of  patient  records. ..as 
provided  by  a Federal,  State  or  local 
law  or  regulation.  (Sec.  108) 

Specifies  that  nothing  in  the  Conven- 
tion shall  be  construed  to  prohibit,  or 
impose  additional  restrictions  upon,  re- 
search involving  substances  scheduled 
under  the  Convention  which  is 
conducted  in  conformity  with  the  pro- 
visions of  the  Controlled  Substances 
Act.  (Sec.  109) 

Makes  the  process  for  implementing 
controls  follow  existing  law  as  closely 
as  possible,  specifically  providing  these 
five  safeguards: 

(a)  Whenever  the  WHO  is  considering 
a drug  for  control  under  the  Conven- 
tion, the  HEW  Secretary  must  comment 
on  the  issues  to  the  WHO,  thus  ensuring 
that  any  information  and  opinions 
gathered  by  medical  practitioners  and 
scientists  in  the  U.S.  will  be  considered 
by  the  world  body. 

(b)  The  position  of  the  U.S.  represen- 
tative to  the  Commission  on  Narcotic 
Drugs,  which  is  the  body  that  makes  the 
final  decision  after  a WHO  recommend- 
ation, will  be  based  on  and  determined 
by  the  findings  of  the  HEW  Secretary. 
To  control  a drug  under  the  Convention 
a two-thirds  vote  of  the  Commission 
members  is  needed;  furthermore,  one 
vote  over  one-third  (or  11  votes)  will 
stop  a drug  from  being  controlled.  The 
U.S.  has  in  the  past  been  able  to  wield 
considerable  influence  in  tliis  body,  and 
there  is  no  reason  to  believe  this  will 
change. 
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(c)  If,  despite  U.S.  efforts,  a vote 
goes  against  us,  the  HEW  Secretary  is 
directed  by  the  bill  to  request  the 
Secretary  of  State  to  ask  for  a review 
of  the  scheduling  decision  by  the  U.N. 
Economic  and  Social  Council,  the  body 
under  whose  authority  the  Commission 
operates. 

(d)  If  these  measures  are  not  success- 
ful in  reversing  a decision,  the  U.S. 
would  still  have  the  right  of  qualified 
acceptance  of  the  decision,  meaning  we 
could  establish  only  minimal  controls 
(e.g.,  applying  Schedules  IV  or  V of  the 
CSA  instead  of  I through  III).  (Sec.  102) 

4.  Doesn't  afford  interested  parties  The  implementing  legislation  pro- 
sufficient opportunity  for  a vided  that  when  the  Secretary  of  HEW 

hearing  or  opportunity  to  participate  concurs  in  a U.S.  scheduling  decision, 
in  scheduling  determinations.  the  U.S.  action  is  to  be  taken  in  accord- 

ance with  the  appropriate  provisions  of 
the  Controlled  Substances  Act,  so  that 
all  informal  rule-making  procedures 
prescribed  by  the  Administrative 
Procedures  Act  would  apply,  as  well  as 
other  considerations  specified  by  Sec. 
201(b)  of  the  CSA. 

In  addition  there  is  language  that 
requires  the  Secretary  of  HEW  to 
publish  notices  in  the  Federal  Register 
regarding  any  contemplated  scheduling 
as  a result  of  action  taken  pursuant  to 
the  Convention,  and  'to  provide  oppor- 
tunity to  interested  persons  to  submit 
to  him  comments  respecting  the 
scientific  and  medical  evaluations 
which  he  is  to  prepare  respecting  such 
drug  or  substance.' 

The  effect  of  this  language  is  to  give 
interested  parties  an  opportunity  to  re- 
act to  a scheduling  decision  at  certain 
stages  of  the  U.S.  proceedings,  specif- 
ically as  follows: 


(1)  immediately  following  receipt  by 
the  HEW  Secretary  of  a notice  that 
information  has  been  transmitted  by  or 
to  the  World  Health  Organization  which 
may  justify  a scheduling  action  under 
the  Convention; 
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(2)  upon  receipt  by  the  HEW 
Secretary  of  notice  that  the  U.N, 
Commission  on  Narcotic  Drugs  proposes 
to  make  a decision  with  respect  to 
scheduling; 

(3)  prior  to  the  issuance  by  the 
Attorney  General  of  a temporary  order 
providing  for  minimum  controls  on  a 
substance  because  a U.S.  decision  can- 
not be  reached  within  the  time  period 
specified  by  the  Convention;  and 

(4)  prior  to  the  issuance  of  an  order 
by  the  Attorney  General  for  the  appli- 
cation of  controls  necessary  to  carry 
out  the  minimum  U.S.  obligations  after 
transmittal  by  the  U.S.  to  the  U.N.  of  a 
notice  of  qualified  acceptance.  (Sec. 
102) 


- 214  - 


REPORT  OF  THE  "INTERNATIONAL  WORKING  GROUP  ON 
THE  CONVENTION  ON  PSYCHOTROPIC  SUBSTANCES,  1971" 


1.  Introduction 

(i)  Background  of  the  Meeting 

The  Convention  on  Psychotropic  Substances,  1971  has  had  a slow  rate  of 
ratification.  Experts  from  different  countries  and  international  organizations  have 
voiced  concerns  about  the  Convention  and  problems  posed  by  its  implementation. 
As  a response  to  these  issues  it  was  decided  that  a group  should  be  assembled  to 
investigate  the  problems  of  the  Convention. 

Experts  were  invited  from  five  countries  which  had  ratified  the  Convention 
and  from  five  countries  which  had  not.  (In  the  time  between  the  selection  of  the 
experts  and  the  convening  of  the  meeting  one  of  the  five  who  had  not  ratified,  the 
United  States  of  America,  ratified  the  Convention.)  In  this  group  of  ten  there  were 
experts  from  developing  and  developed  nations,  and  from  psychotropic  drug- 
producing  and  non-producing  countries.  Representatives  from  various  international 
organizations  were  also  invited.  A list  of  participants  and  their  respective  positions 
is  attached  in  the  annex  to  this  report. 

It  was  felt  that  it  would  be  useful  for  this  diverse  group  to  come  together  to 
share  their  experiences  in  relation  to  the  Convention.  The  aim  was  to  have  an 
extensive  discussion  of  the  Convention's  potential  benefits  and  problems  and 
ultimately  to  formulate  recommendations  for  improvements  in  the  Convention  and 
its  implementation.  Background  papers  prepared  by  the  participants  were  circulated 
prior  to  the  meeting.  These  papers  outlined  issues  concerning  psychotropic  substance 
abuse  and  factors  revolving  around  implementation  of  the  Convention  in  particular 
countries. 

(ii)  A Brief  Outline  of  the  Agenda 

Brief  reviews  of  the  functions  and  activities  of  various  United  Nations 
organizations  - the  United  Nations  Division  of  Narcotic  Drugs,  the  International 
Narcotics  Control  Board,  and  the  World  Health  Organization  - were  presented.  In 
addition,  there  was  a statement  presented  by  the  International  Council  on  Alcohol 
and  Addictions. 

Two  background  papers,  reflecting  on  the  history,  rationale,  content  and 
acceptance  of  the  Convention  on  Psychotropic  Substances  were  reviewed.  These 
were  followed  by  presentations  of  individual  experts  who  described  experiences  with 
the  Convention  in  their  own  country,  including  its  implementation  or  the  reasons 
why  it  had  not  been  ratified. 

There  was  considerable  discussion  of  the  potential  benefits  of  the  Convention 
and  of  the  possible  impact  which  international  treaties  in  the  drug  field  can  have. 
There  was  also  extensive  discussion  of  the  practical  difficulties  with  the 
implementation  of  the  Convention's  provisions,  problems  connected  with  the  scope 
of  control,  and  reasons  for  the  hesitation  of  some  countries  to  ratify  the 
Convention. 
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There  was  much  discussion  of  actions  that  international  agencies 
(governmental  and  non-governmental)  might  take  to  foster  greater  acceptance  of 
the  Convention.  Attention  was  also  given  to  the  special  problems  facing  developing 
countries  in  their  efforts  to  control  psychoactive  drug  abuse. 

The  possibility  of  replacing  the  Single  Convention  on  Narcotic  Drugs,  1961  and 
the  Convention  on  Psychotropic  Substances,  1971,  with  a new  international 
convention  covering  all  psychoactive  substances  liable  to  abuse,  was  discussed  in 
order  to  determine  whether  there  is  a need  for  a change  in  the  organization  and 
philosophy  of  the  international  drug  treaties.  Finally,  recommendations  for 
improvements  to  the  Convention  on  Psychotropic  Substances  and  its  implementation 
were  made,  as  well  as  recommendations  for  improving  the  impact  of  international 
drug  treaties  in  general. 

2.  History  and  Rationale  for  the  Convention  on  Psychotropic  Substances 

jCbncern  over  the  abuse  of  psychotropic  substances  did  not  appear  in  the 
international  arena  until  the  early  1930's  when  problems  of  amphetamine  and 
barbiturate  abuse  were  brought  to  the  attention  of  the  World  Health  Organization. 
At  that  time,  recommendations  were  made  to  strengthen  national  controls.  It  was 
later  argued  that  national  and  international  control  must  go  hand-in-hand.  In  1963 
preparations  were  undertaken  with  a view  to  providing  international  control 
measures.  The  United  Nations  Commission  on  Narcotic  Drugs  established  a special 
committee  to  consider  these  measures.  The  committee  concluded  that  a new 
international  treaty  was  needed.  This  proposal  was  considered  preferable  to 
expansion  of  the  Single  Convention  on  Narcotic  Drugs  to  include  psychotropic 
substances. 

This  resulted  in  a draft  Protocol  which  was  considered  by  the  United  Nations 
Commission  on  Narcotic  Drugs  at  its  first  special  session  in  1970.  Subsequently  the 
United  Nations  Plenipotentiary  Conference  for  the  Adoption  of  a Protocol  on 
Psychotropic  Substances  was  held  in  Vienna  from  January  11th  to  February  21st, 
1971. 


This  culminated  in  the  Convention  on  Psychotropic  Substances  which  was  open 
for  ratification  on  February  21st  1971  and  entered  into  force  on  August  16th  1976 
(90  days  after  being  acceded  to  by  the  fortieth  member  State).  As  of  early  1981, 
out  of  a possible  132  member  States,  68  had  ratified  the  Convention.  The 
Cmvention  on  Psychotropic  Substances  came  into  force  more  slowly  than  did  the 
Single  Convention  on  Narcotic  Drugs  and  has  been  ratified  by  far  fewer  countries. 
It  was  originally  hoped  that  all  trade  in  psychotropic  substances  could  be  controlled 
by  the  Convention  on  Psychotropic  Substances,  yet  several  important  drug 
manufacturing  countries  have  not  ratified  the  Convention. 

Concerns  about  the  Convention  on  Psychotropic  Substances  and  problems 
posed  by  its  implementation  remain.  Specialized  United  Nations  organizations 
continue  to  seek  assistance  in  rectifying  this  situation,  as  many  countries  continue 
to  suffer  from  problems  of  psychotropic  substance  abuse,  j 

3.  Ccmtroversial  Issues  of  Dnqg  Abuse  Ccmtrol  Raised  by  Members 
of  the  Working  Group 

(i)  Special  Problems  in  Developing  Countries 

Developing  countries  are  faced  with  particular  problems  which  tend  to  result 
from  inability  to  fund  adequate  control  measures.  The  required  manpower  and 
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mechanisms  needed  to  administer  some  provisions  of  the  Convention  on 
Psychotropic  Substances  are  considerable.  For  example,  a large  amount  of  record- 
keeping by  pharmacies,  physicians  and  importing  agencies  is  required  to  monitor  the 
distribution  of  drugs  in  the  country.  In  countries  where  the  priority  is  primary 
health  care,  it  is  difficult  to  allow  adequate  amounts  of  the  national  budget  to  the 
administration  of  this  Convention.  Furthermore  the  difficulties  of  administration  in 
these  countries  may  be  even  greater  than  in  developed  countries  because  of  the  lack 
of  qualified  personnel  to  administer  the  national  laws  required  by  the  Convention 
and  enforce  them  effectively. 

Participants  from  several  countries  (e.g.,  Malaysia,  Nigeria)  described  a 
serious  problem  of  uncontrolled  "dumping"  of  psychotropic  substances  into  their 
country.  Although  it  was  argued  that  use  of  Article  13  of  the  Convention  on 
Psychotropic  Substances  (1)  should  reduce  this  phenomenon,  it  would  not  prevent 
situations  where  substances  are  shipped  from  an  intermediate  country  where  the 
goods  have  been  repackaged  and  falsely  labelled.  Moreover,  developing  countries 
experiencing  this  situation  sometimes  lack  adequate  administrative  controls  to 
check  all  imported  substances  to  see  that  they  are  correctly  labelled. 

Attention  was  given  to  the  possibility  of  requiring  countries  to  limit  their 
exports  only  to  those  substances  legally  allowed  in  their  own  countries.  Developing 
countries  sometimes  receive  drugs  which  are  illegal  in  the  country  of  origin  or  do 
not  meet  safety  and  purity  standards  (see  recommendation  7.11). 

(ii)  Estimates  System 

The  benefit  of  having  a system  to  estimate  the  amount  of  psychotropic 
substance  required  for  medical  purposes  in  a country  was  pointed  out.  This  was 
noted  within  the  context  of  balancing  production  of  psychotropic  substances  with 
the  known  world-wide  need  as  is  done  for  narcotics.  The  legitimate  requirements,  it 
was  agreed,  could  be  based  on  the  list  of  essential  drugs  developed  by  the  World 
Health  Organization.  Additionally,  past  medical  usage  could  indicate  approximate 
amounts  of  the  psychotropic  substances  needed.  These  estimates  could  be  refined 
by  developing  a list  of  medical  conditions  for  which  each  drug  could  be  used  in 
treatment,  along  with  an  estimate  of  the  number  of  cases  reported  and  dose  levels 
required. 

It  was  suggested  that  such  a system  could  be  started  with  Schedule  II 
substances.  Restrictions  on  the  use  of  amphetamines  have  been  in  effect  for  some 
years  in  at  least  two  countries  (Canada  and  the  United  States  of  America)  and  in 
both  their  prescription  use  has  decreased  immensely. 

Some  participants,  however,  felt  that  an  estimate  system  would  be  too 
difficult  to  develop.  In  many  rural  areas  of  developing  countries  it  would  be 
difficult  to  identify  and  estimate  the  need  because  there  is  little  knowledge  of  the 
frequency  of  various  diseases.  It  would  also  not  affect  the  illicit  system  of 
production. 


1 . Article  13  allows  countries  to  specify  psychotropic  substances  which  cannot  be 
legally  imported. 
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(iii)  Precursor  Substances 

The  Convention  on  Psychotropic  Substances  does  not  cover  precursor 
substances.  Therefore,  illicit  production  and  distribution  becomes  difficult  to  curb. 
The  Working  Group  felt  that  exploration  should  be  made  of  what  control  measures 
could  be  applied  to  precursor  substances  which  can  be  transformed  into  psychoactive 
substances  (see  recommendaton  7.5).  At  least  one  country,  the  United  States  of 
America,  had  taken  measures  to  control  some  precursor  substances  formally,  and 
other  countries  mentioned  informal  methods  of  control.  The  United  States  of 
America  views  precursor  control  as  a vital  step  in  reducing  the  illicit  production  of 
psychotropic  substances  in  their  country. 

(iv)  Revision  of  Schedules  III  and  IV 

The  necessity  of  having  four  schedules  in  the  Convention  on  Psychotropic 
Substances  was  questioned.  It  was  argued  that  Schedules  III  and  IV  regulate 
substances  whose  pattern  of  abuse  is  not  through  illicit  traffic  but  by  the  misuse  of 
medically  prescribed  drugs.  This  requires  not  more  control  but  better  prescribing 
practices.  Thus,  these  Schedules  with  their  present  control  measures  are  a 
"stumbling  block"  to  wider  acceptance  of  the  Convention  (see  para.  3.6  below).  This 
scheduling  also  creates  an  excessive  administrative  load  in  that  the  substances  in 
the  two  schedules  are  similar  but  require  different  control  mechanisms.  At  the  very 
least  some  participants  felt  that  Schedules  III  and  IV  should  be  combined. 

(v)  Drugs  Not  Covered  by  the  Convention  on  Psychotropic  Substances 

Some  participants  expressed  serious  concern  over  the  abuse  of  psychoactive 
substances  in  their  country  which  are  not  controlled  by  the  Convention.  The 
widespread  use  of  inhalants  in  Mexico  and  non-scheduled  tranquillizers  in  the  United 
States  of  America  were  two  examples  mentioned.  It  was  felt  that  information  about 
specific  drug  problems  in  other  countries  could  be  shared,  thus  making  it  possible  to 
anticipate  problems.  Also,  because  patterns  of  drug  use  continue  to  change,  it  was 
suggested  that  an  early-warning  (non-regulatory)  mechanism,  (e.g.,  list  of 
substances),  could  be  added  to  the  Convention.  The  Working  Group  did  not  come  to 
a consensus  on  advocating  such  a mechanism  but  noted  that  the  World  Health 
Organization  or  the  United  Nations  Commission  on  Narcotic  Drugs  could  assume 
responsibility  for  looking  into  this  problem  in  greater  detail  (see  recommendation 
7.7). 

(vi)  Educating  Physicians  and  Consumers 

The  Problem  of  overprescribing  on  the  part  of  physicians  was  discussed  a 
number  of  times,  particularly  with  reference  to  substances  in  Schedules  III  and  IV. 
An  updating  of  physicians'  knowledge  could  be  achieved  by  national  means  such  as, 
by  refresher  courses  and  by  specifically  approved  indications  for  medical  use.  The 
consumer  of  drugs  was  also  identified  as  being  in  need  of  information.  If  that 
campaign  was  successful,  consumer  demand  for  psychotropic  substances  might 
decrease  and  subsequently  possibly  reduce  the  pressure  on  physicians  from  patients 
for  such  prescriptions,  thereby  decreasing  the  potential  for  overprescribing. 

(vii)  Actions  to  Foster  Acceptance  of  the  Convention  on  Psychotropic  Substances 

Having  the  Convention  submitted  officially  on  the  one  hand  and  encouraging 

that  it  be  understood  and  that  action  be  taken  by  the  appropriate  persons  in  a 
particular  country  on  the  other,  are  not  one  and  the  same.  Although  the  latter  goes 
further  and  is  definitely  preferred,  it  cannot  be  determined  whether  this  happened 
to  any  degree.  Certainly,  some  participants  had  the  impression  that  many  countries 
require  more  information  about  the  Convention  and  what  is  required  to  implement 
it. 
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One  way  of  distributing  information  about  the  Convention  offered  by  one  of 
the  group’s  participants,  was  to  identify  responsible  experts  and  institutions  in  each 
country  and  have  them  agree  to  become  responsible  for  disseminating  information 
for  a certain  period  of  time.  This  period  of  time  would  likely  be  greater  than  that 
served  by  government  officials  who  change  positions  often.  The  responsible  experts 
should  be  in  a position  to  generate  interest  in  having  the  treaty  ratified  and 
implemented.  Contacts  with  such  people  could  be  made  by  the  World  Health 
Organization  or  appropriate  non-governmental  organizations  such  as  the 
International  Council  on  Alcohol  and  Addictions.  Non-governmental  organizations 
of  this  type  have  the  advantage  of  being  able  to  work  with  a variety  of  government 
departments  and/or  non-governmental  agencies.  The  possibility  of  setting  up  an 
international  project  to  identify  these  responsible  experts  was  suggested. 

Another  suggestion  for  disseminating  information  was  to  place  material 
concerning  the  Convention  in  international  drug  journals.  A third  involved  the  use 
of  a travelling  group  of  experts  to  explain  the  Convention.  Finally,  a method 
defined  as  the  servicing  approach  was  described.  In  this  approach  international 
organizations,  like  the  International  Narcotics  Control  Board,  World  Health 
Organization,  etc.,  could  take  up  their  responsibilities  under  the  Convention  and 
give  advice  to  individual  countries  on  how  to  adapt  this  Convention  to  their 
circumstances.  This  consultation  should  include  legal,  administrative  and  scientific 
advice  as  well  as  translation  services  (see  recommendation  7.2). 

(viii)  Agency  Responsible  for  Overseeing  Implementation 

The  Convention  does  not  mandate  any  international  agency  to  foster 
ratification  and  assist  in  measures  to  apply  the  Convention  on  Psychotropic 
Substances  on  a country  level.  Some  participants,  therefore,  suggested  that  an 
agency  such  as  the  International  Narcotics  Control  Board  or  the  United  Nations 
Division  of  Narcotic  Drugs  should  be  specifically  delegated  to  carry  out  this  task. 
The  lack  of  funds  has  been  cited  as  one  reason  why  such  an  agency  did  not  do  so 
from  the  beginning.  By  making  this  a priority  such  an  agency  could  be  given 
additional  financing  and  manpower  support  in  order  to  fulfill  such  a mandate. 

(ix)  The  Impact  of  International  Treaties  as  Compared  to  What 

Is  Possible  Through  National  Legislation 

Some  members  of  the  Working  Group  questioned  whether  international  treaties 
could  have  substantial  impact  on  drug  abuse  over  what  could  be  done  with  national 
controls  alone.  This  concern  is  bound  up  with  problems  about  the  costs  of 
implementing  international  treaties  even  among  developed  countries.  This  concern 
is  especially  strong  with  regard  to  the  substances  in  Schedules  III  and  IV  of  the 
Psychotropic  Convention. 

International  treaties  offer  the  potential  for  strengthening  national  legislation 
relevant  to  drug  abuse.  All  international  drug  control  treaties  require  that  certain 
national  legislation  be  in  place  and  enforced.  If  such  legislation  is  not  in  existence 
international  treaties  will  have  little  impact. 

(x)  A Changing  Philosophy  for  International  Drug  Treaties 

The  Working  Group  discussed  the  possibility  of  replacing  the  Convention  on 
Psychotropic  Substances  and  the  Single  Convention  on  Narcotic  Drugs  with  a new 
international  Convention  covering  all  psychotropic  substances  and  narcotic  drugs 
liable  to  abuse.  A plea  was  made  for  another  international  working  group  to  study 
and  completely  reconsider  the  drug  classifications  and  philosophies  of  the  two 
Conventions  (see  recommendation  7.1). 
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The  expressions  of  "narcotic  drugs"  and  "psychotropic  substances"  are,  in  many 
cases,  misleading  and  contradictory  in  the  two  Conventions.  For  example,  cannabis 
appears  in  the  "Narcotics"  convention  although  THC  is  in  the  "Psychotropic" 
convention.  Coca  leaf  and  cocaine  are  listed  among  the  "narcotics"  although  they 
have  no  obvious  narcotic  effects.  In  the  long  run  it  is  impossible  to  maintain  a legal 
terminology  which  is  in  conflict  with  the  medical  and  pharmaceutical  professional 
literature  and  everyday  parlance  and  does  not  represent  any  useful  classification  as 
to  dependence-producing  potential. 

Different  criteria  and  different  mechanisms  for  scheduling  are  provided  by  the 
two  Conventions.  The  World  Health  Organization  decides  whether  a drug  is  a 
"psychotropic  substance"  or  not,  based  on  a number  of  ill-defined  criteria  which 
could  be  arbitrarily  interpreted,  and  appiied  in  making  assessments  which  are  then 
used  by  the  United  Nations  Commission  on  Narcotic  Drugs  for  decision  taking. 

Control  mechanisms  in  both  Conventions  are  based  on  the  old  "opium  model"  in 
that  they  consist  largely  of  control  measures  worked  out  for  opiates.  For  example, 
opiates  can  be  derived  from  a single  type  of  plant  which  grows  in  only  a few 
countries.  Most  opiates  have  clearly  definable  limited  medical  uses,  are  clearly 
dependence- producing,  and  all  countries  are  agreed  about  the  need  to  control  them. 
Not  all  of  these  considerations  apply  pari  passu  to  psychoactive  substances  which 
are  completely  different  from  the  opiates. 

Different  objectives  (e.g.,  the  pweventim  of  overdose  deaths,  the  prevention  of 
dependence  in  clinical  use,  the  prevention  of  street  abuse)  may  require  different 
approaches  to  control  so  far  as  psychoactive  drugs  are  concerned. 

There  is  an  enormous  contrast  between  the  number  of  hypnotics,  sedatives  and 
tranquillizers  subject  to  national  control  measures  in  many  countries  and  the  limited 
number  of  drugs  in  Schedules  III  and  IV  of  the  Convention  on  Psychotropic 
Substances.  There  is  also  considerable  variation  from  country  to  country  in  the  use 
and  availability  of  these  drugs.  Consequently  the  control  of  the  Psychotropic 
Conventim  over  the  whole  range  of  psychotropic  drugs  is  very  incomplete  and 
control  over  all  these  psychoactive  substances  vari«  considerably  from  one  country 
to  another. 

(xi)  Evaluation 

No  evaluation  mechanism  is  required  by  the  Convention  on  Psychotropic 
Substances  as  it  stands.  However,  some  of  the  participants  felt  that  such  a 
mechanisms  should  be  built  into  the  Convention.  After  any  international  Convention 
has  been  in  effect  for  a reasonable  period  of  time,  systematic  (and  empirically 
oriented)  evaluation  of  its  implementation  and  impact  is  desirabie.  If  possible, 
evaluation  should  be  carried  out  periodically. 

( xii)  P henobarbital 

The  group  was  informed  about  the  intention  of  several  governments  (e.g.,  the 
Federal  Republic  of  Germany,  Hungary)  to  exempt  the  majority  of  the 
pharmaceutical  preparations  containing  phenobarbital  in  their  countries.  This  will 
make  the  international  control  of  phenobarbital  illusory. 

Some  participants  suggested  that  the  scheduling  of  phenobarbital  should  be 
reconsidered  by  the  World  Health  Organization  in  this  light.  This  question  could  be 
considered  at  the  same  time  as  substances  in  Schedule  IV  are  reviewed.  However, 


there  was  a difference  of  opinion,  and  the  group  did  not  come  to  a consensus  on  the 
issue. 


Benefits  of  the  Convention  on  Psychotropic  Substances 

The  Working  Group  compiled  the  following  summary  of  benefits  of  the 
Convention.  There  is  obviously  some  variation  from  country  to  country  in  the 
extent  to  which  a Party  to  the  Convention  (or  a potential  Party)  stands  to  benefit 
from  its  provisions  and  in  the  kind  of  benefits  it  may  derive. 

(i)  The  provisions  of  the  Convention  assist  governments  in  their  efforts  to  prevent 
easy  availability  of  Schedule  I substances  which  have  limited  or  no  medical  use. 

(ii)  Parties  to  the  Convention,  can,  through  the  use  of  Article  13,  prohibit  the 
importation  into  their  countries  of  substances  in  the  Schedules  of  the  Convention. 
This  provision  enables  Parties  to  use  the  Convention  to  protect  themselves  against 
the  dumping  of  unwanted  substances.  Such  notifications  become  obligations  for  the 
exporting  countries. 

(iii)  Implementation  of  the  control  measures  required  by  the  Convention  frequently 
leads  to  the  revision  and  updating  of  the  national  drug  control  mechanisms  and 
reporting  systems. 

(iv)  Even  though  a substance  listed  in  the  Schedules  may  not  be  abused  presently  in 
a country,  ratification  and  implementation  of  the  Convention  may  help  to  prevent 
its  abuse  in  the  future. 

(v)  Ratification  and  implementation  of  the  Convention  may  contribute  to  the  safe 
use  of  those  psychotropic  substances  used  in  medical  practice  and  may  be  a benefit 
to  the  national  health  care  system. 

(vi)  Through  the  international  reporting  system  required  by  the  Convention  and 
discussion  in  appropriate  fora,  all  countries  are  made  aware  of  developing  drug 
abuse  problems  which  may  affect  their  citizens.  Countries  can  also  discuss  national 
and  international  policy  relating  to  psychotropic  substances  in  the  framework 
provided  by  the  Convention. 

(vii)  Mutual  legal  and  enforcement  benefits  accrue  to  Parties  of  the  Convention 
(e.g.,  extradition)  for  serious  violations. 

(viii)  Universal  ratification  of  the  Convention  could  eventually  reduce  the 
international  aspects  of  the  drug  abuse  problem,  particularly  if  there  is  mutual 
harmonization  of  control  measures  in  countries  with  common  interests  and  multiple 
contacts. 

(ix)  Countries  with  pharmaceutical  industries  involved  in  the  international  trade  in 
psychotropic  substances  with  medical  uses  can,  by  ratifying  the  Convention,  fulfil 
moral  obligations  as  ethical  suppliers  of  medicines  in  a manner  which  will  not  cause 
harm. 

(x)  If  drug  manufacturing  countries  ratify  the  Convention,  this  demonstrates 
solidarity  in  the  fight  agcdnst  all  types  of  drug  abuse  problems.  By  recognizing  and 
helping  with  the  problems  of  psychotropic  substances  faced  by  countries  where  there 
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is  illegal  production  of  narcotic  drugs,  manufacturing  countries  may  indirectly 
contribute  to  the  reduction  of  narcotic  abuse  world-wide. 

(xi)  In  a general  sense,  ratification  of  the  Convention  may  enhance  a country's 
national  reputation  for  cooperative  action  in  the  international  sphere. 

(xii)  Parties  to  the  Convention  have  the  right  to  propose  that  new  substances  be 
added  to  the  Schedules.  If  this  addition  occurs,  countries  can  then  ask  that  the 
importation  of  these  substances  be  controlled  under  Article  13.  Parties  to  the 
Convention  can  propose  other  amendments  to  improve  this  existing  treaty,  with  the 
aim  of  protecting  their  citizens  against  the  international  illicit  traffic  in  drugs. 

(xiii)  The  Convention  establishes  the  obligations  of  the  international  organizations 
to  meet  their  responsibilities  to  the  community  of  nations  with  respect  to  the  abuse 
and  misuse  of  psychotropic  substances. 

(xiv)  Failure  to  ratify  the  Convention  on  the  part  of  a country  which  exports 
unwanted  drugs  may  generate  reprisals  or,  at  the  least,  ill-feeling  between  the 
countries  involved. 

5.  Problems  with  the  Convention  on  Psychotropic  Substances 
or  Its  Implementation 

The  Working  Group  agreed  that  there  were  many  difficulties  with  implemen- 
ting the  Convention,  with  its  content  and  its  underlying  philosophy.  They  can  be 
summarized  as  follows. 

(i)  Problems  with  the  Convention  on  Psychotropic  Substances  in  General 

The  lack  of  a clear  statement  of  objectives  and  definitions  of  key  concepts  for 
assessments  is  a weakness  of  the  Convention^  the  latter  leading  to  ambiguities  and 
subjective  interpretation  of  som  provisions. 

(ii)  Practical  Difficulties  with  the  Implementation  of  the  Convention's  Provisions 

a)  Adaptation  of  laws  and  regulations  may  create  problems  in  many 
countries,  particularly  in  developing  countries  without  extensive  control  mechanisms 
or  record-keeping  systems  for  psychotropic  substances. 

b)  Implementation  of  the  Convention's  provisions  and  the  establishment  of 
new  or  additional  control  mechanisms  could  be  very  costly  and  require  supplemen- 
tary administrative  work. 

c)  Some  countries  (even  developed  ones)  have  difficulties  with  the  imple- 
mentation of  the  record-keeping  obligations  on  Schedules  III  and  IV  substances 
(Article  11,  para.  2,  3,  5 and  6)  and  of  their  reporting  obligations  to  the  International 
Narcotics  Control  Board  (Article  16,  para.  sub-para,  b and  c).  The  great  number 
of  manufacturers,  distributors,  exporters  and  importers  of  Schedules  III  and  IV 
substances  (and  preparations  thereof)  presents  administrative  and  control 
difficulties  for  some  developed  exporting  countries  (who  ratified  the  Convention) 
reported  to  the  International  Narcotics  Control  Board,  that  they  are  unable  to 
furnish  statistical  data  on  Schedules  III  and  IV  substances. 
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d)  There  is  practically  no  difference  between  drugs  listed  in  Schedule  III 
and  Schedule  IV  in  respect  of  abuse  potential  and  pharmacological  properties; 
despite  this  fact  different  measures  of  control  are  provided  by  the  Convention. 
These  differences  add  supplementary  work  for  national  agencies  in  charge  of  the 
administrative  implementation  of  the  Convention. 

e)  Some  countries  face  administrative  difficulties  with  the  implementation 
of  international  trade  provisions  (Article  12)  in  general,  but  mainly  in  respect  of 
Schedule  III  substances  (para  2).  Some  countries  do  not  have  close  control  over 
imports  or  an  import  licencing  system. 

f)  Administrative  difficulties  will  be  increased  by  the  application  of 
provisions  of  Article  7.'^,  allowing  Parties  the  prohibition  of  importation  of  one  or 
more  substances  in  Schedules  II,  III  or  IV  (para.  1).  The  fulfilment  of  these  special 
requests  requires  a well-functioning,  precise  administrative  and  control  machinery 
in  exporting  countries.  On  the  other  hand  Article  12  does  not  require  a complete 
export  control  over  substances  and  preparations  in  Schedules  III  and  IV.  This  is  an 
obvious  contradiction  between  Articles  12  and  13. 

g)  In  many  countries  the  number  of  pharmaceutical  preparations  containing 
psychotropic  substances  is  very  large.  There  are  many  parallel  preparations 
(containing  the  same  ingredient  under  different  trade  names)  and  the  number  of 
fixed  dose  combinations,  containing  one  or  more  psychotropic  substances  in 
association  with  other  drugs,  is,  in  some  countries,  enormous. 

h)  Unfortunately,  in  the  majority  of  developing  countries  the  drug 
regulatory  control  system  is^  underdeveloped.  Most  psychotropic  substances  (e.g., 
the  majority  of  substances  in  Schedules  III  and  IV)  are  medicaments,  constituting  a 
part  of  the  national  materia  medica  in  developed  countries.  Consequently,  they 
have  been  subject  to  the  same  regulations  and  controls  as  every  other 
pharmaceutical  product.  Problems  of  industrialized  countries  and  developing 
countries  are  quite  different  in  this  respect:  developed  countries  have  to 
supplement  an  existing  and  functional  system,  but  the  majority  of  developing 
countries  have  to  build  up  the  entire  national  pharmaceutical  control  system  as  a 
basis  for  the  control  of  pharmaceutical  preparations  containing  psychotropic 
substances. 

i)  Many  developing  countries  are  handicapped  by  the  very  limited  number 
of  pharmacists  and  pharmacies  in  their  countries.  They  do  not  have  enough  qualified 
professionals  to  assure  the  development  of  an  appropriate  drug  distribution  network, 
which  would  be  the  sine  quo  non  of  a functional  record-keeping  and  monitoring 
system  for  pharmaceutical  preparations  containing  psychotropic  substances. 

j)  Many  developing  countries  are  not  in  a position  to  comply  with 
prescription  obligations  as  required  by  the  Convention  (Article  9,  para,  1 and  2).  It 
would  be  ideal  if  medicaments  for  the  treatment  of  neuropsychiatric  disorders  were 
prescribed  by  psychiatrists,  but  in  many  developing  countries,  unfortunately,  the 
number  (and  relative  proportion)  of  even  general  medical  practitioners  is  low.  The 
strict  fulfilment  of  this  obligation  could  lead  to  the  restricted  availability  of 
important  therapeutic  agents  and  hinder  the  medication  of  a relatively  significant 
proportion  of  the  countries'  population. 
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(Hi)  Problems  Connected  with  the  Scope  of  Control 

a)  The  discrepancy  between  the  number  of  drugs  listed  in  Schedule  III  and 
TV  and  similar  hypnotics,  sedatives  and  tranquillizers  under  national  control  is 
substantial  in  the  majority  of  countries.  Some  psychoactive  substances  which  create 
important  abuse  problems  in  a number  of  countries  are  not  scheduled  in  the 
Convention,  for  example,  inhalants  and  some  types  of  tranquillizers. 

b)  The  development  of  the  scope  of  control  largely  depends  on  several 
subjective  factors:  (i)  how  will  Parties  interpret  the  scheduling  criteria  of  Article  2; 

(ii)  what  will  be  the  assessment  policy  of  the  World  Health  Organization  (Article  2, 
para,  4);  and  (iii)  what  will  be  the  United  Nations  Commission  on  Narcotic  Drugs' 
decision-taking  practice  (Article  2,  para.  5).  The  interpretation  of  scheduling 
criteria  is  arbitrary,  consequently  the  scope  of  control  might  be  extended  or 
modified  in  unexpected  ways  which  could  be  unacceptable  for  many  Parties. 

c)  The  criteria  and  practices  of  Parties  in  exempting  preparations  (Article 
3,  para.  2),  vary  from  country  to  country.  This  situation  could  weaken  the  control  of 
psychotropic  substances  also  in  other  countries.  Nobody  can  foresee  the  reaction  of 
the  World  Health  Organization  and  the  United  Nations  Commission  on  Narcotic 
Drugs  (Article  3,  para.  4)  towards  Parties'  practices.  There  are  some  ambiguities  in 
respect  of  the  interpretation  of  Articles  3 and  12  (is  it  possible  to  exempt  a 
preparation  from  the  export  declaration  obligations?). 

6.  Some  Reasons  for  the  Hesitation  of  Some  Countries  to  Ratify 

the  Convention  on  Psychotropic  Substances 

Countries  may  be  reluctant  to  ratify  the  Convention  for  some  of  the  reasons 
described  above.  However,  several  additional  reasons  may  be  important,  such  as  the 
following. 

(i)  It  is  difficult  to  foresee  what  effect  the  Convention  will  have  on  foreign  trade 
in  psychotropic  substances. 

(ii)  Developing  countries  fear  that  an  increase  in  illicit  traffic  in  psychotropic 
substances  could  be  a consequence  of  the  uneven  or  inadequate  application  of 
control  measures  as  provided  by  the  Convention. 

(iii)  There  is  uneasiness  in  respect  of  the  influence  of  the  Convention  on  the 
development  of  new  psychopharmacological  drugs.  The  main  fear  seems  to  be  that 
larger  numbers  of  substances  will  be  brought  under  control  and  hence  development 
of  new  drugs  hindered. 

(iv)  Some  participants  felt  that  the  control  model  on  which  the  convention  is  built 
may  not  be  appropriate  for  dealing  with  some  of  the  problems  associated  with 
psychoactive  drugs  that  are  of  wide  therapeutic  benefit.  This  may  particularly  be 
the  case  in  countries  where  many  psychotropic  substances  are  an  established  part  of 
the  materia  medica^  where  some  of  the  Convention's  substances  are  already  subject 
to  full  control  similar  to  those  on  the  opiates  and  where  in  respect  of  the  remainder 
of  the  Convention's  substances  there  are  already  detailed  arrangements  for  control 
by  the  restriction  of  prescribing  practices. 
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7.  Recommendations  From  the  Working  Group  on  the  Convention  of  Psychotropic 

Substances  to  the  United  Nations  Commission  on  Narcotic  Drugs  cmd  Other 

International  Organizations 

The  Working  Group  identified  a variety  of  benefits  accruing  from  the 
Convention  as  well  as  a number  of  problems  with  its  rationale,  and  content,  which 
would  lead  to  low  rates  of  ratification  or  problems  in  implementing  the  Convention. 
The  Working  Group  proposed  a number  of  recommendations  intended  to  improve  the 
control  of  drug  abuse  on  an  international  level  and  the  acceptance  of  the  Convention 
on  Psychotropic  Substances.  The  recommendations  are  as  follows. 

(i)  There  are  difficulties  in  scheduling  various  drugs,  and  the  classification 
systems  of  the  Single  Convention  on  Narcotic  Drugs  and  the  Convention  on 
Psychotropic  Substances  need  to  be  revised  and  harmonized.  In  order  to  assure  the 
updating  of  the  classification  and  control  systems  a new  philosophy  has  to  be 
developed,  taking  into  account  the  social,  together  with  the  public  health  and 
psychopharmacological,  parameters.  New  mechanisms  must  be  developed  for  the 
integration  of  psychotropic  medicaments  under  international  control  into  the 
national  pharmaceutical  drug  control  system. 

It  is  recommended  that  the  study  of  these  problems  and  the  development  of  a 
new  philosophy^  classification  and  control  systems  should  be  undertaken  as  soon  as 
possible.  This  study  should  take  into  account,  and  to  the  extent  necessary,  include 
consideration  of  policy  analysis  and  international  strategies  of  drug  control. 

This  will  be  a time-consuming  process  and  the  Working  Group  felt  that  efforts 
to  secure  ratification  and  implementation  of  this  Convention  by  all  United  Nations 
member  States  should  continue.  The  Working  Group  also  proposed  a number  of 
actions  which  could  lead  to  the  improvement  of  the  functioning  of  the  Convention 
on  Psychotropic  Substances. 

(ii)  Having  regard  to  the  formal  resolutions  of  the  United  Nations  Commission  on 
Narcotic  Drugs  and  the  Economic  and  Social  Council,  urging  ratification  of  the 
Convention  of  Psychotropic  Substances,  the  Working  Group  has  certain  suggestions 
with  respect  to  the  achievement  of  wider  acceptance  of  the  Convention. 

Efforts  should  be  intensified  to  increase  the  number  of  ratifications  of  the 
Convention  by  contacting  policy  advisers  and/or  decision-makers  in  countries  which 
have  not  yet  ratified  the  Convention.  Information  should  be  given  as  to  the 
advantages  of  this  Convention  (see  benefits  section  of  this  report  for  some 
suggested  points).  The  United  Nations  Division  of  Narcotic  Drugs  should  prepare  a 
practical  description  of  the  Convention  and  have  available  various  useful  summaries 
of  the  control  provisions  for  each  schedule  in  such  a version  as  they  would  apply  to 
individual  nations  as  well  as  have  available  information  as  to  the  Convention's 
successful  functioning. 

(iii)  The  World  Health  Organization  and  the  United  Nations  Commission  on 
Narcotic  Drugs  should  elaborate  detailed  guidelines  for  the  practical  application  of 
criteria  described  in  Article  2 of  the  Convention,  "Scope  of  Control,"  in  order  to:  (i) 
remove  ambiguities;  (ii)  clarify  the  selection  of  compounds,  the  assessment  of  the 
need  for  their  scheduling,  and  the  nature  of  the  decision-making  process  in 
scheduling;  and  (iii)  reduce  unease  as  to  how  the  Convention  will  be  applied. 
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(iv)  To  control  overproduction,  as  an  interim  measure,  Parties  should  be  invited  to 
send  to  the  International  Narcotics  Control  Board,  information  as  to  the  quantities 
of  Schedule  II  substances  likely  to  be  needed  in  their  countries. 

(v)  In  some  countries  the  illicit  supply  of  some  psychotropic  substances  (PCP, 
LSD,  amphetamines)  is  the  result  of  production  in  clandestine  laboratories  from 
precursor  chemicals  and  raw  materials,  not  under  international  control,  and  not  as  a 
result  of  diversion  from  legal  supplies.  Consequently  the  United  Nations  Division  of 
Narcotic  Drugs  should  undertake  a feasibility  study  of  methods  for  controlling  these 
intermediate  chemicals,  to  determine  if  their  inclusion  in  the  Convention  or  control 
by  other  means  would  be  most  appropriate. 

(vi)  The  members  of  the  Working  Group  observed  that  United  Nations  bodies,  and 
other  international  bodies  relevant  to  the  field  of  drugs,  do  not  give  sufficient 
priority  in  their  regular  budgets  to  support  their  responsibilities  and  programmes  in 
this  field.  It  is  recommended  that  the  United  Nations  Commission  on  Narcotic 
Drugs  urge  the  relevant  United  Nations  organizations  to  give  urgent  attention  to 
this  matter  when  undertaking  their  regular  review  of  budget  and  priorities. 

(vii)  International  treaties  are  only  one  mechanism  for  helping  solve  the  problem  of 
substance  abuse,  and  due  to  the  limitations  of  their  possibilities  in  substance  abuse 
control,  they  are  not  seen  as  the  complete  answer  to  the  substance  abuse  programs. 
Thus,  it  is  recommended  that  the  international  and  national  organizations  should 
investigate  other  ways  of  meeting  the  problems  of  other  abused  psychoactive 
substances  which  are  not  listed  on  the  Schedules.  One  such  way  might  be  the 
voluntary  submission  of  information  and  data  for  inclusion  in  existing  reporting 
systems  of  the  international  agencies  such  as  the  United  Nations  Division  of 
Narcotic  Drugs  and  the  World  Health  Organization. 

(viii)  Many  countries  have  found  that  restrictions  on  prescribing  some  psychotropic 
substances  have  been  effective  in  curbing  their  misuse,  thus  it  is  recommended  that 
the  World  Health  Organization  develop  guidelines  on  the  appropriate  use  of  these 
substances  in  medical  practice. 

(ix)  The  problems  of  the  control  of  psychotropic  substances  would  be  reduced  by 
limiting  the  number  of  pharmaceutical  preparations  containing  such  substances 
available  in  a country.  Adoption,  particularly  by  developing  countries,  of  a national 
list  of  essential  drugs,  in  which  only  the  essential  narcotic  and  psychotropic 
substances  would  be  included,  is  recommended.  The  World  Health  Organization's  list 
of  essential  drugs,  which  requires  revision  to  reflect  the  need  for  additional 
psychopharmacological  agents,  is  a possible  starting  point  in  the  preparation  of  such 
a national  list. 

(x)  It  is  recognized  that  some  developing  countries  are  not  in  a position  to 
implement  all  the  provisions  of  the  Convention.  Their  attention  is  drawn  to  Article 
32,  para.  3,  of  the  Convention  which  would  enable  them  to  ratify  the  Convention 
with  reservations  in  order  that  they  may  benefit  from  the  protection  of  some 
Articles,  such  as  that  of  Article  13,  to  exclude  from  their  country  unwanted 
psychotropic  substances. 

(xi)  To  deed  with  counterfeit  and  mislabelled  drugs,  both  generally  and  specifically 
for  psychotropic  substances,  attention  is  drawn  to  the  World  Health  Organization's 
system  for  certification  for  international  trade  in  pharmaceutical  products.  Where 
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not  adequately  covered,  or  for  those  countries  which  wish  more  stringent  controls  on 
drug  counterfeiting,  the  introduction  of  the  provisions  of  their  criminal  law  could  be 
considered. 

(xii)  Research  into  the  antecedents  conducive  to,  and  consequences  contingent  on, 
the  abuse  of  psychoactive  substances  continues  to  be  a major  need,  and  will  be  aided 
by  the  preliminary  reporting  function  recommended  above.  The  Convention  should 
not  be  misinterpreted  as  hindering  research,  but  seen  as  a vehicle  for  encouraging 
studies  which  will  lead  to  a better  understanding  of  the  nature  and  effects  of  these 
substances.  The  study  of  the  social  and  cultural  reasons  for  the  abuse  of  these 
substances  and  of  the  prescribing  habits  of  practitioners  which  may  lead  to 
excessive  or  inappropriate  medical  use  of  these  substances  is  recommended. 

(xiii)  It  is  recognized  that  national  regulatory  control  measures  are  not  the 
complete  answer  to  the  problem.  Development  and  application  of  social  measures, 
including  treatment,  rehabilitation,  and  education,  at  a national  level  are  needed  to 
change  the  behaviour  of  drug-dependent  persons  and  secure  the  cooperation  of 
citizens  of  all  countries. 
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